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Research Trends in Corrective Therapy 


JOHN EISELE DAVIS, Sc.D. 


Chief, Corrective Therapy Veterans Administration 


The many ramifications of this broad 
and challenging subject make it neces- 
sary to limit the scope of this discussion 
to general trends rather than individual 
projects which have become part of the 
medical development of the Corrective 
program. In this connection I am remind- 
ed of two happenings. 

A forlorn schizophrenic patient came 
into my office one day and became pre- 
occupied with the many books and vo- 
luminous data which had been placed on 
my desk to aid in a research study. Eye- 
ing this material in a skeptical manner 
he asked this question. ““Don’t you think 
people in mental] hospitals are becoming 
too scientific?’’ I believe that what he 
meant to imply was expressed in the 
classic words of Clifford Bears, the foun- 
der of the National Committee for Men- 
tal Hygiene, as follows: ‘‘What the pa- 
tient needs most in a mental hospital 
is a friend.” A stately array of science 
and the strong and persistent forms of 
medical treatment by authority do not 
impress the patient as do the simple act 
of consideration and kindness, and so in 
a discussion of scientific trends it is im- 
portant at the outset to acknowledge the 
effectiveness of such simple unpreten- 
tious psychological factors which have 
not as yet attained the dignity of science. 

Another timid schizophrenic patient 
asked me for an explanation of the pa- 
role privileges of the hospital. Being de- 
sirous of explaining these regulations 
clearly and completely, I went into con- 
siderable detail noting responsibilities 
which the patient as well as the hospital 
must assume. The patient listened re- 
spectfully, pondered a moment and then 
said, “I really understood it better be- 
fore you explained it.” 

It is not only the schizophrenic pa- 
tient who can see beyond our so-called 
scientific truths. Dr. Alan Gregg cau- 
tions us to avoid the paradoxical error 
of some scientists who are given to the 
utterance of dogmatic finalities in the 
presence of persons disposed to believe 
too readily. Such men behave (and I am 
still quoting Dr. Gregg) ‘as though to- 


day’s science were definitive and final, 
yet all the while they devote their en- 
ergies to its correction and modification. 

We must realize, moreover, that 
science in itself will not answer all the 
needs of Corrective Therapy in its grad- 
ual development as an adjunct treat- 
ment for many grades and types of sick 
people. This is true not only for correc- 
tive therapy. It has been observed for 
example, that of all the scientific treat- 
ments for alcoholism ranging from con- 
version to aversion, therapy involving 
the use of drugs, electric shock and 
other heroic treatments that the Alco- 
holic Anonymous, the least scientific ap- 
—— is apparently the most success- 

ul. 

First I would like to bring a brief dis- 
cussion as concept of activity, as a scien- 
tific part of medical treatment, to call 
attention to the new developments of ex- 
ercise programs which are gradually as- 
summing scientific status, to mention the 
value of observational reports as scien- 
tific basis for diagnosis, prognosis, and 
treatment, and finally to stress the area 
of the psychological as compared to the 
physical and to explore some related 
problems. especially geriatics in their ef- 
fect upon scientific development of Cor- 
rective Therapy. 

The concept of exercise as an integral 
living part of medical treatment has 
given us a most significant and promis- 
ing area of usefulness. We are still wait- 
ing for the psychologist, psychiatrist, so- 
ciologist, physiatrist, and rehabilitation 
therapist to tell us just what happens in 
the physical and psychological area of 
an individual who instead of lying in bed 
and becoming the subjective victim of 
the fears and pains of illness decides to 
do something about it himself and be- 
comes an aggressive participant in his 
recovery. He learns to muster additional 
potentials for improvement since he is 
led to feel and believe that the only per- 
son who can cure him is he himself. In 
this effort he will receive the very best 
of medical control, direction, stimulation, 
and aid, but he must do it himself. He 
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is placed in a challenging situation 
where he has to do something and the 
very fact that this responsibility de- 
volved upon him enables him to adopt 
a more aggressive attitude toward his ill- 
ness. He soon finds that this is not a 
formal and cold procedure but a warm 
and friendly approach to treatment in 
which his many friends in the hospital 
and community will aid him. On the 
other hand, if he simply lies in bed wait- 
ing to get well he places himself in a 
negative situation in which others must 
do for him what he alone can do. As we 
all know attitudes may well develop 
leading to strong anxieties in which the 
patient becomes dependent and loses the 
ability to help himself. He may not only 
become dependent but insist that others 
do these things for him and in some cases 
this neurosis becomes so firmly attached 
to his illness that he will definitely op- 
pose any effort of the Doctor or Thera- 
pist to help him. 


Activity itself as we well know has a 
distinctive tendency toward the relax- 
ation of tension. Physiological processes 
provide a more effective basis for voli- 
tional control and the very act of exer- 
cise sets into motion phychological forces 
which aid in recovery. Paradoxically as 
it may seem, one of the more significant 
contributions which Corrective exercise 
can make is not exercise per se but the 
production of spirit and interest in the 
patient. It enables him to express himself 
coherently and intelligently in an atmos- 
phere in which he feels worthy and im- 
portant. Madeline Downs, who has done 
some of the finest work in this country 
with habit training patients, explains it 
this way. ‘For every feeble patient you 
have a correspondingly noble one, just 
as an artist in a satisfying landscaping 
or work of art has a design of light and 
shadows. Remove the shadows and you 
lose the artistic balance; remove the 
helpless and you take away the balanze 
of the world.” 


Science will give us a satisfying per- 
spective to invigorate our efforts to un- 
derstand and aid the sick. Such a view- 
point will above all present these per- 
sons as worthy because they fit into both 
the nobler and the more practical aims 
of life. It is conceivable that such satis- 
fying values account for the significant 
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fact that people who undertake the field 
of corrective therapy stay with it and are 
sustained by the highest morale. Science 
will assist us in giving activities mean- 
ing. This may be provided when the pa- 
tient is doing something against time or 
against an oponent, or doing by music 
or in a group of friendly people, when 
activities are related to going home, get- 
ting a new suit, getting married, or get- 
ting a good meal. When activities are 
extraverting they have life and spirit. 
Science dictates that we have to give to 
every movement a purpose, for example, 
to correct a habit, to train concentration, 
to produce wholesome fun, to produce a 
feeling of worthwhileness and impor- 
tance as well as to correct some physical 
disability. We must not disassociate sci- 
entific formalism from scientific com- 
mon sense. The spirit and color of life, 
the rhythm of life, joys in play, happi- 
ness in work, interest in movement, grace 
in activity, peace in orderliness, beauty 
in physical power; all these simple ex- 
pressions of life have their scientific side. 
It should be realized that the lines of 
science are not just precise lines to keep 
us on a straight path. They are ideas 
that can be fences or boundaries which 
divide people or they can be circles en- 
compassing or bringing people together. 

There are people, who like Dr. Wm. 
Sargent, a leader in the Psychiatric field, 
feel that the significant advancements in 
medicine have been along mechanistic 
lines alone. ““By adopting a physcologi- 
cal and mechanistic approach to treat- 
ment problems, we have not only been 
able to relieve conditions such as gen- 
eral paresis, the madness of pellagra, 
and the seizures of the epileptic, but in 
recent years, reports have agreed that 
a third of suitable chronic mental pa- 
tients leave hospitals after a few tracts 
have been cut in their frontal lobes, and 
that numbers of intractable neuroses can 
be helped by suitable modifications of 
the same procedure. Electro-shock has 
aided thousands of suicidal depressions 
to recovery. Insulin treatments are use- 
ful in fifty percent of schizoprenic pa- 
tients in the first year of illness, and are 
also valuable in some neurotic conditions 
where physical deterioration is contrib- 
uting to the symptomatology. In the re- 


cent war, front line sedation and the sim- 
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ple drug techniques (abreaction) when 
applied to suitable patients, probably 
saved both our countries millions of dol- 
lars in pensions alone. Despite its obvious 
limitations in coming to grips with the 
soul of men, this is practical treatment 
progress indeed. It has all been accom- 
plished with a mere fraction of the 
money and popular support given to 
many other avenues of research in psy- 
chiatry during the same period.’ With 
all respect to major stress which Dr. 
Sargent places upon the physiological, 
we here I believe are pretty much agreed 
that the social psychological aspects of 
treatment are developing more positive 
outlines all the time as a result of our 
daily contacts with patients. Many psy- 
chiatrists while acknowledging the ad- 
vancements which Dr. Sargent has listed 
are inclined to lay greater weight on the 
psychological rather than physiological 
values in the results attained. 

Trends in research in this country are 
laying increasing stress upon the psy- 
cological factor. Research projects 
awarded U. S. Public Health Service 
Grants under the National Mental 
Health Act of 1948 for example, include 
studies by Franz Alexander, Dr. Thomas 
M. French of The Chicago Institute For 
Psychoanalysis, on such subjects as dia- 
betes mellitus, atrophic arthritis, ulcera- 
tive colitis. A total of $14,000 has been 
added for this psychoanalytic study. One 
does not have to look too far into the 
future to visualize research studies of 
patients’ psycological reactions to speci- 
fic types of exercise. At the present time 
the Veterans Administration has organ- 
ized highly specialized exercise pro- 
grams for the catatonic patients, leuko- 
tomy patient, diabetic patient, regressed 
schizophrenic, as well as other cate- 
gories, spinal cord injury cases, arterio- 
sclerosis, parkinsonian condition, and 
many other conditions. 

It is significant that civilian psychia- 
trists are requesting our Corrective Ther- 
apists to assist them through the admin- 
istration of highly individualized medi- 
cally prescribed exercises for their pa- 
tients. This is a most significant trend 
and indicates both an increasing field 
for our personnel and also the concurrent 
need for a careful scientific development 
along these lines. The average person 
has no concept of the number of men- 
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tally ill in this country who may be able 
to be helped by a combination of psycho- 
therapy and an adjunct activity pro- 
gram. 

“There are approximately ten million 
people in the United States who are men- 
tally or nervously disordered at the pres- 
ent time. Of these, about one million are 
psychotic, five million are neurotic, two 
and a half million are psychopathic per- 
sonalities, and one and a half million are 
mentally deficient. (Estimates of the 
number who are mentally deficient vary 
from one and a half to four and a half 
million) we are informed by Dr. Dallas 
Pratt, staff psychiatrist for the National 
Health Foundation, who continues: 

“One out of every twenty Americans 
living today will have spent part of his 
life as a patient in a mental institution 
by the time he dies. One out of every ten 
persons in the United States will be in- 
capacitated by a psychiatric disorder 
(not necessarily a psychosis) at somee 
time during his life. Forty-five percent 
of all hospital beds in the United States 
are assigned to mental patients at the 
present time. In 1945, there were 572,- 
251 patients in all the U. S. psychiatric 
hospitals, not including military station 
and general hospitals. Ninety-seven per- 
cent of all patients hospitalized for men- 
tal disorders are in public institutions— 
city, county, state or federal. State hos- 
pitals alone care for 86.9 percent. The 
average duration of hospitalization in 
a state mental hospital is approximately 
four years. About half the patients ad- 
mitted to chronic psychiatric hospitals 
during the given year, approximately 
three, will die in the hospital and seven 
will be discharged. Of the seven who are 
discharged, two will return to the hos- 
pital.” 

One of the most important needs in 
the scientific development of corrective 
therapy is a norm for the measurement 
of muscle power in orthopedic condition. 
Dr. Harrison Clarke will give you a de- 
tailed account of the conjoint research 
project in which the Veterans Adminis- 
tration will be privileged to work with 
the Mayo Foundation, the Army, the 
Navy and Springfield College. You are 
acquainted with Dr. Clarke’s tensiometer 
which has been used in the early stages 
of this development. Dr. Willis Beasley 
of the U.S. Public Health Service, Wash- 
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ington, D. C., has devised a myodyne- 
meter and I understand Dr. Wakim of 
the Mayo Foundation is interested in a 
hydraulic measurement device. Once this 
norm is established the dosage for assis- 
tive and resistive exercise will be more 
scientifically determined. Dr. H. M. El- 
lerson, Manager, Richmond Veterans 
Administration Hospital, told me that he 
rarely goes into the exercise room but 
that he is confronted with some new ex- 
ercise gadget. I believe that one of the 
real scientific contributions being made 
by corrective therapy at this time is of 
specialized exercise apparatus, devised 
by this personnel: The new Walker de- 
vised by corrective therapists, Yarosh 
and Braithwaite; the standing gymnasi- 
um apparatus devised at Richmond Hos- 
pital; and the exercise carts devised by 
many of our hospitals. Specialized ap- 
paratus made by our corrective thera- 
pist to attract and sustain the interest 
‘of neuropsychiatric patients have been 
used not only by our own group but by 
civilian and other hospitals both in this 
country. One of the best comparative 
studies done in the corrective therapy 
field was recently completed by Mr. P. 
R. Davis, Veterans Hospital, Columbia, 
S. C., in which he made a study of 300— 
laprotomy, appendectomy, and hernior- 
rphaphy—cases, one-half of whom re- 
ceived early ambulation exercise while 
the other half did not. 32.28 percent of 
days were saved and 1,614 hospital bed 
days were saved by the active group. 

The specific Veterans Administration 
exercise programs for leukotomy and 
catatonic patients will not be elaborated 
upon here as they are to be discussed 
later. I would especially like to add this 
comment that the Veterans Administra- 
tion is taking the lead in the organiza- 
tion of exercise regimens for these cate- 
gories and while this work is still in the 
exploratory stage, the practical values 
of this exercise approach are being ac- 
cepted by both physiatrists and psychia- 
trists and are rapidly gaining medical 
status. 

A significant research project has 
been conducted at U. S. Hospital Chilli- 
cothe, Ohio, in group psychotherapy. 
Psychotics who had contact with reality 
were organized into discussion groups 
with the therapeutic aim of socialization 
of the patient. Like people in any com- 
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munity these patients were engaged in 
educational, industrial, physical, recrea- 
tional, and social activities. Corrective 
therapy participated by offering this 
group strenuous but enjoyable physical 
activity. Group exercise programs were 
stressed. Efficiency charts were kept so 
as to acquaint all members with their 
progress in the activities. From the de- 
velopment of single skills came dual ex- 
ercises, in which the patients played 
with as well as against each other. I con- 
sider this a significant area of research 
in which activity becomes a strong ad- 
junct to psychotherapy, where the pa- 
tient is stimulated into constructive so- 
cial activity and then talks about those 
things which have become more mean- 
ingful because they have been actually 
lived and have become more valid be- 
cause they have been accepted by his fel- 
lows, and have been more highly moti- 
vated because they are the expression of 
his own personality in objective type so 
that he can see what he is talking about. 
This therapeutic ideal of seeing what one 
is talking about and in reverse from talk- 
ing about what he has seen is, in my 
opinion, a great and practical signifi- 
cance in the treatment of the socially 
confused states of the psychotic and 
psychoneurotic patient. 

While we have been talking about 
need for understanding the patient as 
well as to assist him to cooperate effec- 
tively in treatment, we have not in my 
opinion given sufficient weight to an ex- 
amination of our own personality. Dr. 
Greenwod had reminded me of the sig- 
nificant fact that men who go into the 
field of corrective therapy stay in this 
field and are able to find in it a stay and 
powerful motivation to do an exception- 
al, effective job. We are anxious to 
know more about these factors of per- 
sonality which account for success in 
this distinctive field. You will be inter- 
ested to know that the Psychological 
Service of Central Office is now setting 
up a battery of tests cataloging these 
elements of personality. This will enable 
us in the future to utilize these specific 
qualities, and to avoid a trial and error 
method in the selection of personnel. 
This suggests another area of related 
usefulness, namely, the compilation and 
reporting of observational reports which 
will enable therapists to bring to the 
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physiatrists and psychiatrists valuable 
information about the patient. His spon- 
taneous reactions in exercise and play 
are what Adolf Meyer relates to as the 
“raw behavior” of the patient which has 
so much significance not only for treat- 
ment but for diagnosis and prognosis. As 
Dr. Meyer reminds us the patient can 
tell in his play what he cannot tell in his 
formal interview. Dr. Knudson and I 
presented before the American Psychia- 
tric Association at their recent meeting 
in Washington, D. C., a suggested guide 
for this observational material which 
can be compiled for corrective therapists. 

Another significant trend in scientific 
development of corrective therapy is the 
development of more exact therapeutic 
aims, the organization of attitude thera- 
py and the statement of management de- 
vices. Socialization is no longer adequate 
as a therapeutic aim and the attitude of 
the therapist should be determined psy- 
chiatrically so that potentials of the pa- 
tient, the psychiatrist and the therapist 
can be organized and directed into an 
overall pattern of treatment. I would like 
to read two short cases from the Vet- 
erans Administration Hospital, Topeka, 
Kansas. 


m8 


Diagnosis: Schizophrenic Reaction. 

Therapeutic Aim—provide opportun- 
ity for socially accepted relief of aggres- 
sions. 

Attitude—Passivity of aggressions. 

Management device—punching bag, 
bowling, soft ball. 

The patient’s doctor prescribed re- 
lease of aggressions for this patient who 
was very tense and had much stored hos- 
tility that needed a socially acceptable 
outlet. When he first came down, patient 
was interested in bag punching and 
bowling. This type of activity seemed to 
do much to relieve his tensions and cause 
him to rest better on the ward. We were 
told by the psychiatric aides on the ward 
that patient usually became quite dis- 
turbed on weekends when he did not 
have an opportunity to attend Corrective 
Therapy activities. Many times he be- 
came so disturbed that he destroyed 
furniture on the ward, knocked doors 
down and many times on weekends had 
to be treated by sedative tubs and packs. 
During the outdoor season, patient 
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played softball and participated in swim- 
ming therapy in the pool. At the start 
of the bowling season again, the doctor 
changed his prescription from that of 
relief of aggressions to narcissistic grat- 
ification. Patient apparently received 
much satisfaction from his bowling ac- 
tivities, being very much interested in 
the scores he made and trying to im- 
prove from day to day. After approxi- 
mately 11 months, the patient has suf- 
ficiently improved to be transferred to 
an open ward. He no longer comes un- 
der the jurisdiction of the Corrective 
Therapy Department. 


B. R. 


Diagnosis: Schizophrenic Type. 

Therapeutic aim—provide opportun- 
ity for development of skills to relieve 
feeling of inferiority. 

Attitude—Active friendliness. 

Management devices used—individual 
instruction in gym activities, then play 
activities when able to meet competition. 

We were asked to do individual thera- 
py work with this patient by his doctor. 
At this time, patient was considered to 
be suicidal, apathetic and in very poor 
physical condition. He seemed to have 
no outside interests, and in fact, his prog- 
nosis seemed poor. Upon the doctor’s 
recommendation, Corrective Therapy 
started working with this patient on an 
individual basis, supervising his activity 
very closely and seeing that he actually 
carried out the program as set up for 
him. This program included physical con- 
ditioning work chiefly, work on hori- 
zontal bars, mats, rowing machine, 
weights and pulleys. His physical condi- 
tion made rapid improvement and as this 
became apparent to patient, his mental 
condition al8o improved to the extent 
that within 6 weeks to 2 months, we were 
able to graduate him into very simple 
low organized play activities, such as 
badminton. Patient continued to make 
improvement and was discharged ap- 
proximately 8 months after we started 
working with him. 

Since his discharge, he has been mar- 
ried, gotten a job and resumed his place 
in society. 

Present psychiatric trends lay consid- 
erable stress on situational therapy, that 
is the employment and modification of 
situations in treating the patient. Situa- 
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tions offer a patient a means of meeting 
life in a practical, normal] and interest- 
ing way. Corrective therapists realize 
that many conditions cannot be attacked 
directly but that much can be accom- 
plished psychotherapeutically by indi- 
rect method. This adjustment of situa- 
tions involves resourcefulness, initiative 
and imagination. It can only be learned 
by experience and each of you therapists 
has in your own experience ideas and 
techniques in this area which are ex- 
tremely valuable. The therapist should 
examine these situations from the stand- 
point of teaching, since the drive, the ac- 
tivity and reward may provide most val- 
uable lures and cues to learning. Dr. Al- 
lan Gregg has called my attention to the 
work done by John Dollard and Neil 
Miller at Yale on this theory of learning. 
Corrective Therapists should be ac- 
quainted with this work. 

It is acknowledged today that descrip- 
tive psychiatry of Kraplin showing the 
patient sitting or strapped to his chair 
presents a picture of an inactive unmo- 
tivated individual who, however, bril- 
liantly described, does not give us a sat- 
isfactory basis for dynamic treatment. 
The patient inactive in such situations 
may become motivated as a result of pur- 
posive activity and as such may be en- 
tirely different from those depicted in 
the classic words of Kraplin. Every ther- 
apist should make the most careful ob- 
servational notes of patient in various 
exercise experiences since this is the 
criteria which will form the basis of our 
textbooks in the future. 

While many workers in this field have 
been impressed with the fact that psy- 
chotic patients are showing a tendency 
to develop more normal behaviour in a 
play situation than most other relation- 
ships, we as a group have failed to make 
a careful study of these motivate ex- 
periences especially the ways they can 
be modified to afford the patient more 
natural and spontaneous expression. Stu- 
dies by psychiatrists of play analvsis 
have stressed an observation of what the 
patient does but have not given us suf- 
ficient assistance in modifying these play 
situations so as to make them more sne- 
cific. The work being done under Dr. 
Karl Menninger and Dr. Greenwood 
should give us the proper psychiatric 
foundation for such studies. In simple 


PHYSICAL & MENTAL REHABILITATION JOURNAL 





Vol. 2, No. 3 


sports such as volley ball we have 
learned to place in movement the organic 
cases who cannot accommodate them- 
selves to complex activities. We have all 
found it necessary to allow the deterio- 
rated paretic to serve the ball while plac- 
ing the alert schizophrenic on the front 
line where he will have to coordinate 
many related movements. We find defi- 
nite relationships to these motor accom- 
modations to emotional states of the pa- 
tient. I cannot overemphasize the impor- 
tance of research studies along these 
lines since physical activity must remain 
the most satisfying and normal language 
of many regressed patients who cannot 
verbalize coherently. As corrective ther- 
apists, we have daily opportunity to ob- 
serve patients in such group relation- 
ships and to try various modifications of 
the play situation, changing the rules, 
changing the position of players, empha- 
sizing the cooperative as well as compet- 
itive elements. I would like to see many 
such studies coming from you and I can 
assure you that these studies carefully 
prepared will find many avenues for 
publication. 

Corrective therapists should work in 
close support with the psychiatrist. They 
should ask the psychiatrist about the 
wide variations in performance between 
patients and inquire as to what is behind 
such differences. To what extent aré 
they due to inherited differences, to dif- 
ferences in the process of birth, or to 
chemical differences in the make up of 
the individual or to emotional experi- 
ences the child has suffered. 

Lawrence Kubie has suggested a stan- 
dard test indicative of the patient’s in- 
herent physical capacity analogous to 
the IQ test for intellectual endowment. 
He calls this a PQ of his physical, struc- 
tural and neuromuscular coordinations. 
This should go along with an under- 
standing of how he developed any of 
the emotional forces which influence his 
development and of the training he has 
had before and how well and how com- 
pletely he has utilized that training. 
Such a profile would have to include 
something about the family pattern out 
of which he stems since the older child, 
the younger child and the middle child 
will react differently to educational ef- 
forts and the techniques one uses without 
them will be different. 
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Much of our information today is com- 
ing from science writers who as Dr. 
Gregg reminds us “have a delight in 
the use of clear, simp]Je language and a 
realization of the potentialities of the 
here-and-now that reminds one of the 
medieval humanists, and like the human- 
ists they have a feeling for the meaning 
and value of what they describe. 


Conclusion 

In conclusion, I am sure we agree here 
today with Dr. Allan Gregg’s protest 
against the limited horizon of dogma and 
finality which has limited the fullest ex- 
pression of science. We are in the midst 
of great specializations and the threats 
of specialists and we need a social per- 
spective to counterbalance these ‘“‘exul- 
tations” to use the words of Gregg again. 
Be this as it may, there is no question 
in my mind but that the orderly and 
precise studies being made in our hos- 
pitals today are establishing the basis 
for a science of treatment which prom- 
ises to have wide reverberrations. 

The deepening concept of activity as 
a worthy and necessary part of progres- 
sive medical treatment is placing us in 
a strategic position where we are able 
to advance under the banner of the doc- 
tor. More scientific aims in therapy sci- 
entific studies of personality of the ther- 
apist and evaluation of the qualities of 
personality which make the therapist ef- 
fective along with a systematic examina- 
tion of the activity situation and its mod- 
ifications to meet the treatment needs of 
the patient, all these factors, once they 
are developed scientifically, will raise 
the level of treatment immeasurably. 

I understand that proposals are going 
forward by the Army to study relation- 
ship between muscular strength and 
muscular endurance, muscular strength 
and endurance to circulatory respiratory 
endurance; to select test items for meas- 
uring muscular strength, muscular en- 
durance and circulatory respiratory en- 
durance, progressively from early ambu- 
lation to return to duty status. 

The Veterans Administration with 
close to one hundred thousand patients 
in all categories has a unique opportun- 
ity to explore the strength factor in 
orthopedic and other disabling condi- 
tions, to study such problems as the ef- 
fect of surgery on strength, strength be- 
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fore and after operations, strength in 
ambulation and bed rest, the relative 
value of different types of therapeutic 
exercises, to study non-affected muscles 
necessary for locomotion of patients with 
neurological lesions, and strength levels 
essential for successful use of prosthesis 
of appropriate muscles of patients with 
lower limb amputations. 

It is fundamental, however, to realize 
that a systematic organization of knowl- 
edge in this field is not enough. We must 
know when and how to apply it and our 
techniques ave of no value if the patient 
will not accept them. We cannot build 
a system of treatment upon authority 
alone. In the last analysis the validity of 
treatment is determined by the patient 
himself. Therefore we hold to the tenets 
of Rusk who placed the patient in the 
center of the treatment circle with his 
friends, the doctors, nurses, and thera- 
pists. The lines of science will not set up 
fences or barriers to keep these people 
apart but will encompass people in this 
circle of interpersonal relationships. 

To do the best scientific job we must 
keep careful records. Every therapist 
should have a little book where he will 
record what the patient does in various 
situations, how much these things mean 
to the patient and how he reacts to dif- 
ferent people and different environ- 
ments. 

We need to evaluate ourselves as ther- 
apists, to study the impact of our per- 
sonalities upon others. Now that this 
need is recognized, we are working with 
the psychologist for the purpose of set- 
ting up a battery of tests so that, through 
a scientific method we may be able to 
select individuals with these social quali- 
ties. 


The problem of geriatrics is vitally re- 
lated to the field of corrective therapy 
which will be faced with the need of 
providing exercises and activities for the 
aged and aging. In this work we will be 
able to assist in the development of a 
dynamic concept of old age based upon 
psychological rather than chronological 
factors. By affording meaningful moti- 
vations to activity we will be able to sus- 
tain their growth in social and spiritual 
values. By the creation of interest in ac- 
tivity, we will go far in the solution of 
these problems of people who have been 
frequently accepted as worn out but who 
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are in effect more able as a result of 
their superior experience. Motivated ex- 
ercise based upon individual need rep- 
resents a real contribution, a scientific 
corrective therapy may supply. 

We now come back to the beginning. 
Science alone cannot develop corrective 
therapy or any therapy to its highest po- 
tentialities. The power of corrective 
therapy is in its interpersonal relation- 
ships, the coach approach to gain the 
patient’s friendliness, the understanding 
of exercise techniques to do the mechan- 
ics of the job and the overall direction 
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and stimulation of the doctor and the 
other therapists to produce the aug- 
mented effect of a total push therapy. 
Into this concept we are trying to de- 
velop our work kindly and scientifically. 
We are dealing primarily with people 
not papers and directives. Our individual 
intportance and that of our group is en- 
hanced as we enhance the importance 
of the patient. In this endeavor we will 
strive for scientific progress while in- 
cluding much more than science as our 
final objective. 


“Teacher Turns Therapist” 


JOSEPH H. VAN SCHOICK 
Executive Assistant, Physical Medicine Rehabilation, Branch Office No. 2, New York, N. Y. 


The utilization of educational activi- 
ties on medical prescription has become 
an important phase of treatment in the 
_ Physical Medicine Rehabilitation Serv- 

ice of all Veterans Administration hos- 
pitals. The results of such treatment, 
fairly evaluated by physicians in a po- 
sition to observe patient reaction to the 
program, fully justify the name Educa- 
tional Therapy. 

When this activity was initiated in VA 
Hospitals in May, 1946, it was called 
“Educational Retraining’. The mission 
of the program then, as now, was to pro- 
vide patients with a wide range of edu- 
cation opportunities offered as a part of 
therapeutic treatment under general 
medical direction. The name, however, 
seemed to connote in the minds of many 
persons, vocational training and educa- 
tional achievement rather than the pri- 
mary objective of therapy. To make sure 
that all concerned fully grasped the med- 
ical significance of this activity the term 
“Educational Therapy” was officially 
adopted in November, 1947. Continved 
effort is made to impress doctors, thera- 
pists and patients alike with the concept 
of treatment and therapy rather than 
“teaching” and retaining.” 

The therapeutic value of medically 
prescribed and supervised activity in 
hospital treatment has become general'y 
accepted by the medical profession. In 
the past, the doctor frequently looked at 


the patient and saw only the broken leg 
or diseased part. This older concept of 
medical care has given way to a broader 
medical outlook. The objective of mod- 
ern medicine is not merely to treat the 
more or less localized condition, but to 
put the patient generally in the best pos- 
sible physical and mental condition. This 
should not be construed as necessitating 
an increase in the length of hospitaliza- 
tion. Experience in the Army Recondi- 
tioning Program as well as in the VA 
Physical Medicine Rehabilitation Serv- 
ice has shown that, properly prescribed 
and administered, physical and mental 
activity will shorten the convalescent 
period. 

Educational courses constitute a med- 
ium of mental activity which is easily ad- 
justed to prescribed dosage, convenient 
to administer on wards or in class rooms 
and of lasting value to the patient. They 
prevent the growth of lethargy and re- 
sulting deterioration which is common 
during periods of enforced inactivity by 
providing interesting and constructive 
mental stimuli. They offer opportunities 
for the patient to develop new and de- 
sirable habit patterns based on the suc- 
cessful completion of lesson units, each 
of which represents a separate goal. This 
increases the patient’s confidence in him- 
self and in his ability to solve larger 
problems of orientation and social ad- 
justment incidental to his disability. By 
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no means least in importance, the satis- 
faction of achievement in educational 
activities creates a more favorable re- 
sponse to other therapies and to the hos- 
pital experience in general. Perhaps this 
is better termed ‘“‘morale.”’ 

Many other values can be mentioned 
to justify Educational Therapy activi- 
ties: 

(a) They offer, even during the period 
of bed rest, purposeful activity 
which can be utilized to advance ed- 
ucational objective after recovery. 

(b) They provide satisfying mental ac- 
tivity for ambulatory patients with 
a minimum of work tolerance as a 
substitute for physical activity. 

(c) They provide motivation for long 
range outlook and incentives to 
overcome effects of disability. 

(d) They equip the patient with educa- 
tional tools to aid him in taking bet- 
ter advantage of business opportuni- 
ties and other means of employment 
after leaving the hospital. 

(c) They provide compensating mental 
activity for the physical inactivity 
resulting from injury or disease. 

This concept of inherent therapy in 
prescribed mental and physical activity 
during hospitalization, if intelligently 
guided, may constitute a challenge to the 
staggering repeat load of patients hos- 
pitalized for tuberculosis and neuropsy- 
chiatric disorders. It is reported that al- 
most two-thirds of all the patients in 
tuberculosis hospitals throughout the 
country are relapse cases who once were 
cured but broke down under the strain 
of unsatisfactory living and working* 
conditions, and that about 24% of all 
mental patients discharged from neuro- 
psychiatrict hospitals may be expected 
to return partly because of the same so- 
cial and vocational factors.** These fig- 
ures suggest that therapeutic activities 
in the hospital which help to direct pa- 
tients into more suitable channels of em- 
ployment in view of their disabilities, or 
which may provide periodic avocational 
relaxation following hospitalization, may 
be medically sound preventive therapy 
as well as far-sighted economy. This is 
in addition to the therapy and economy 
involved in the acceleration of recovery 
during hospitalization which has become 
a matter of record in many controlled 
situations. 
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The Educational materials used in the 
VA Educational Therapy program are 
obtained from the United States Armed 
Forces Institute (USAFI). These courses, 
about 150 in number, are especially suit- 
able for hospitalized patients who desire 
to qualify for secondary school credit. A 
number of college courses also are avail- 
able for study purposes as well as select- 
ed elementary school subjects. All of 
these materials are listed in a Supply 
Catalog and may be obtained by requi- 
sition placed directly upon the VA Sup- 
ply Depot at Somerville, New Jersey. In 
addition to the academic and business 
courses included in this catalog, a wide 
variety of courses on technical subjects 
is listed. These materials are especially 
useful for study by patients receiving 
Manual Arts Therapy or by patients who 
have worked at trades without technical 
preparation. A carpenter, plumber, elec- 
triclan or mechanic may have only a 
brief stay in the hospital. But if he oc- 
cupies his leisure time in the hospital 
with blueprint reading, theory of elec- 
tricity or some other appropriate sub- 
ject not previously studied, he leaves 
with educational achievement which 
may lead to vocational advancement. 

The VA contracted with the Univer- 
sity of Wisconsin, Extension Division, 
Madison, Wisconsin, to furnish lesson 
and test correction service for courses 
obtained by the VA from USAFI. This 
contract makes possible the wide selec- 
tion of courses available to patients with 
only a smal] staff of Educational Thera- 
pists. It supplements the arrangements 
effected with local high schools by some 
hospitals for patients to take regents ex- 
aminations or to secure local high school 
credit. When the end-of-course test score 
is returned by the University of Wiscon- 
sin, the Educational Therapy staff pre- 
pares a letter for the signature of the 
Manager of the hospital informing the 
high school in which the patient desires 
to receive credit of the test score re- 
ceived. This is a follow-up of previous 
correspondence with the schocl in which 
the courses needed to secure graduation 
were determined. 

Another means by which patients may 
secure high school credit is the General 
Educational Development Test. (G. E. D. 
test). This test, published by the Ameri- 
can Council on Education, is designed to 
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measure the level of general educational 
maturity and is accepted in practically 
every state as a basis for issuing a high 
school diploma or a high school certifi- 
cate of equivalency. The Form B G. E. 
D. Test, authorized for use in VA hos- 
pitals, is a battery of five separate ex- 
aminations, each of which requires ap- 
proximately two hours for completion. 
The individual tests are: 

Test 1—Correctness and effectiveness 
of expression. 

Test 2—Interpretation of Reading Ma- 
terials in the Social Studies. 

Test 3—Interpretation of Reading Ma- 
terials in the Natural Sciences. 

Test 4—Interpretation of Literary Ma- 
terials. 

Test 5—General Mathematical ability. 

The G. E. D. Test is administered only 
to those patients who will be hospitalized 
long enough to benefit from review 
courses offered in the Educational Ther- 
apy Program and upon approval of the 
ward physician. 

The University of the State of New 
York, The State Education Department, 
Division of Examinations and Testing, 
has issued a bulletin captioned “New 
York State High School Equivalency 
Testing Program’’. Two paragraphs from 
this Bulletin which stated the purpose, 
conditions and procedure of the test are 
quoted: 

“In order that mature veterans, serv- 
icemen and non-veteran adults of New 
York State may have an Opportunity to 
secure an evaluation of their educational 
maturity and competence and to have 
such an evaluation uniformly recognized 
throughout the State, the New York 
State Education Department has estab- 
lished, through action by its Board of 
Regents, a State High School Equival- 
ency Diploma. This equivalency diploma 
will be issued to residents of New York 
State twenty-one (21) years of age or 
over who demonstrate through their test 
results on the United States Armed 
Forces Institute Tests of General Edu- 
cational Development that their educa- 
tional maturity and competence is at the 
high school graduation level. This equiv- 
alency diploma will prove of value to 
those who wish to qualify for certain 
types of employment, for entry into voca- 
tional training, promotion in industry 
and in the armed services, or to those 
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who for their own personal satisfaction 

wish to demonstrate that they possess 

an educational maturity equivalent to 
that of a high school graduate. The State 

High School Equivalency Diploma con- 

stitutes the legal equivalent of a high 

school diploma and can be accepted by 
employers and training agencies as such. 

“Results of Form B of the G. E. D. 
Tests will be accepted only from veteran 
applicants confined to Veterans Admin- 
istration hospitals, when the tests have 
been taken under the supervision of the 
Educational Retraining staff, Medical 
Rehabilitation Service of the Veterans 
Administration hospital and are reported 
officially by the manager of the hospital, 
and when it would be a hardship for 
those veteran applicants to take the tests 
under any other plan. Such veterans 
must secure approval from the State Ed- 
ucation Department, Division of Exam- 
inations and Testing, Equivalency Test- 
ing Program, 353 Broadway, Albany 7, 
New York, for the tests to be adminis- 
tered to them by the VA Hospital au- 
thorities. 

The successful operations of the Edu- 
cational Therapy program is dependent 
on the personality and ingenuity of the 
Educational Therapist who treat the pa- 
tients. In most hospitals the number of 
personnel is limited and the variety of 
courses requested by patients is exten- 
sive. Volunteers have augmented the 
regular staff and have been helpful in 
some hospitals. Because of the self- 
teaching nature of USAFI texts they 
have been able to cope with the diversity 
of subject matter quite satisfactorily. 

Conducting an Educational Therapy 
program in a hospital is not as easy as 
ordinary school teaching because of the 
following factors: 

(a) The students are patients, and pa- 
tients have a natural lethargy from 
long hospitalization. 

(b) The patient’s illness or disability 
has a distracting effect which re- 
quires more than usual effort on the 
part of both therapist and patient 
to overcome. 

(c) Patients are entering or leaving the 
hospital every day making the cus- 
tomary start and end of course peri- 
ods impracticable. 

(d) Clinical appointments or other med- 
ical treatment which take priority 
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over all other activities may fre- 
quently interfere with class atten- 
dance or ward schedules. 

To meet this situation a plan known 

s “go-your-own-pace” education, a de- 
velopment of progressive education, is 
recommended. Self-training texts or cor- 
respondence courses are supplemented 
by reference books, charts, films, models 
and every practicable visual aid. Thera- 
pists serve as group coaches, helping 
each patient individually as he studies 
the course of his choice. The friendly 
counselling relationship of the therapist 
and patient serves to encourage and 
stimulate the patient to efforts he might 
never attain in normal class procedure. 
The patient covers as much essential sub- 
ject matter and works as hard as in 
conventional schools. The difference is 
that he is on his own as far as progress 
is concerned. His motivation, capacity 
and effort determine the time necessary 
to finish a course, rather than a class 
time-schedule based on average perform- 
ance. Another advantage of the go-your- 
own pace method is the elasticity of the 
courses offered. For instance, in mathe- 
matics, although there might be only one 
therapist he may supervise students in 
the one class room or on the wards study- 
ing various phases of mathematics,. all 
the way from arthmetic to calculus. The 
same would be true in social studies, 
commercial subjects or any other group 
of related courses. 

Progress notes are wer eee on all 
patients for whom Educational Therapy 
has been prescribed. In these notes the 
therapist makes comments and observa- 
tions on the attitude, cooperation, physi- 
cal tolerance, habits and emotional reac- 
tions of patients to different situations, 
as well as to the work units of the course 
itself. Especially poor or unsatisfactory 
progress by the patient in the prescribed 
educational courses is noted and referred 
to the Chief, Physical Medicine Rehabili- 
tation Service. This may occasion a 
change of prescription or technique in 
approach to the patient. Upon comple- 
tion of Educational Therapy for the pa- 
tient, a brief summary of the case is pre- 
pared for inclusion in the progress notes. 
Progress notes on all patients are avail- 
able to the ward physician, psychiatrist 
or other Staff physicians, through the 
Chief, Physical Medicine Rehabilitation 
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Because Educational Therapy is only 
one part of the medical treatment re- 
ceived by a patient during his hospitali- 
zation it is not feasible to offer concrete 
evidence of physical and mental im- 
provement attributable to this specific 
activity. It is encouraging, however, to 
note the increasing number of referrals 
by ward physicians for Educational 
Therapy and the evident satisfaction of 
both doctors and patients with the re- 
sults obtained. An idea of the extent of 
the program and the educational accom- 
plishment of patients can be furnished. 
Because of the inherent value of the ac- 
tivity involved and the moral and confi- 
dence engendered by _ constructive 
achievments aligned with vocational ob- 
jectives, therapeutic values can certain- 
ly be claimed in proportion to the skill 
of the therapists and the number of pa- 
tients treated. 


In one TB hospital of 564 bate the 
Educational Therapy staff consists of 
three persons. During the past few 
months the number of different patients 
treated has varied from 96 to 146 and 
the number of treatments has averaged 
about 800 per month with a high one 
month of 1,509. The writer attended a 
graduation exercise at this hospital on 
July 28, 1948, at which 12 New York 
State Regents Diplomas and 29 High 
School Equivalency diplomas were 
awarded. Anyone who witnessed this 
simple but impressive ceremony, and lis- 
tened to happy-faced patients remark 
that precious time had been given back 
to them because they could complete 
their high school course while in the 
hospital, would have no doubts about the 
positive stimulus for recovery of this new 
medical tool. 


In GM&S Hospital of 1,100 beds with 
four Educational Therapists monthly re- 
ports show that the number of different 
patients studying varies from 354 to 406 
with total treatments averaging 2,800 
per month. Since January, 1948, patients 
have completed 73 end-of-course tests, 
14 New York State Regents Examina- 
tions, 21 General Educational Develop- 
mental Tests, and eight College Entrance 
Examinations. Eight High School Di- 
plomas have been awarded with 19 High 
School Equivalency Diplomas pending. 
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Fourteen volunteer workers assist the 
Therapists. 

In a smaller GM&S hospital of 400, 
the one Educational! Therapist is assisted 
by 12 volunteer workers. The reports in- 
dicate a treatment load averaging 60 pa- 
tients, most of whom are older chronic 
cases. Because of the large number of 
hemipiegic and asphasic patients, the 
subjects emphasized are Remediel 
Speech, Remedial Writing, Remedial 
Reading, English and Typing. A record- 
ing machine has been donated and rec- 
ords are cut at regular intervals to meas- 
ure the progress of patients in speech 
training. The Educational Therapy in- 
volved in this hospital is truly a matter 
of record and can be credited with a 
fair share of the outstanding results ac- 
complished in the total hospital treat- 
ment program. 

In an NP hospital it is to be expected 
that a smaller percentage of patients 
will be referred to Educational Therapy 
than in other hospitals. Nevertheless, the 
program offers important therapeutic 
values to those patients who do partici- 
pate. This is borne out by experience 
in many mental institutions where pro- 
gressive treatment measures are employ- 
ed. In one large VA hospital, 109 pa- 
tients are actively engaged in various ed- 
ucational activities under the supervision 
of three Educational Therapists. Fifty- 
five patients per day attend classes in 
typing, shorthand, and bookkeeping; 14 
are studying in groups in academic sub- 
jects; 10 are studying on an individual 
basis; 20 are engaged in a study of bot- 
any and gardening; and ten leucotomy 
patients are receiving individual and 
small group coaching with the objective 
of establishing favorable behavior pat- 
terns. Eleven Gray Lady volunteers as- 
sist with the last mentioned group. Les- 
son work sheets of all patients are pre- 
served in individual folders and are fre- 
quently examined by ward physicians 
for evidence of mental progress. In typ- 
ing classes, patients have frequently re- 
leased clues to the causes of mental dis- 
turbance which have proved extremely 
valuable to the psychiatrist treating the 
patient. Many patients have improved 
sufficiently to complete courses and re- 
ceive high school credit. The achieve 
ment of separate lesson goals has in- 
creased their confidence and contributed 
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materially to mental recovery. 

The following condensed summaries 
of patients who have participated in Ed- 
ucational Therapy activities and have 
since left the hospital for work or fur- 
ther training have all been taken from 
the reports of another large GM&S hos- 
pital in this Branch. They are typical of 
scores of patients undergoing rehabili- 
tation in other hospitals. 

C. H.—a paraplegic patient 

A paratrooper in the 52nd Airborne 

Division, he was shot down after 30 

days of combat during the invasion of 

Normany. In spite of the best medical 

care his attitude was difficult. He was 

detached and despondent. The ward 
physician referred him to Educational 

Therapy where he grudgingly agreed 

to “brush up in grammar’’. In former 

days he had been a football player 
and was interested only in sports. In 
time he began to show interest in writ- 
ing, and looked forward to the visits 
of the sympathetic therapist. Before 

leaving the hospital he completed a 

30000 word novel, “Only the Wind 

Will Listen,” which has been re- 

viewed, praised, and is now being pol- 

ished for publication. He entered Co- 

lumbia University in September, 1947, 

and is majoring in Journalism. At Co- 

lumbia he lives on the campus and is 
intensely interested in his course. His 
improved outlook on life dates from 
his first contact with the Educational 
Therapist. 


H. R.—A neuropsychiatric patient 
This Navy veteran served 61 missions 
on a B-24 in the European Theater and 
finally broke under the strain. As a 
neuropsychiatric patient he evidenced 
anxiety, was despondent and insecure. 
When referred to Educational Thera- 
py he displayed sustained interest for 
the first time in Creative Writing. His 
anxieties diminished somewhat as he 
became occupied with writing free 
verse. His first poem was published in 
the Saturday Review of Literature in 
March, 1947. He became interested in 
college but lacked sufficient credits. 
The therapist made arrangements 
with the Vocational Counselor at Co- 
lumbia University leading to make- 
ups and conditional matriculation, 
which would be granted at the end of 
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two years’ satisfactory work. During 
the first year he received a straight 
average A and was matricolated. He 
has maintained this average over the 
first half of his sophomore year. He 
is majoring in English and will go on 
to Journalism. He is now secure and 
happy in a field which he previously 
feared was closed to him. 


R. D.—A diabetic patient 


This Army veteran was 25 years old 
and a diabetic patient. He was shy, 
despondent, uncertain about the fu- 
ture. The ward physician referred him 
to Educational Therapy where he stu- 
died Varityping. After leaving the 
hospital he continued his training at 
a Varityping School and is now em- 
ployed as a varitypist with a Wall 
Street Journal at a very satisfactory 
salary. The activity involved in vari- 
typing was not only beneficial from 
a medical standpoint but it has pro- 
vided a satisfactory and remunerative 
career. 


F. V. W.—A quadraplegic patient 


This Navy veteran, 21 years old, was 
a quadraplegic patient. Because he 
had fixed his ambition on becoming an 
engineer, and had been accepted at 
Massachusetts Institute of Technology 
previous to his injury, he was excep- 
tionally bitter, negative and de- 
pressed. Referred to Educational 
Therapy he did some Creative Writ- 
ing. His writing was not good, but it 
did serve as a release for this sense 
of frustration. The therapist, however, 
was interested in F. V. W. to the ex- 
tent that she initiated arrangements 
for her patient to enter Columbia. His 
entrance examination in which he 
scored 90, was administered by an Ed- 
ucational Therapist in the hospital. 
Columbia granted this patient a schol- 
orship. He is entering his second year 
with an excellent record. He is ab- 
sorbed, no longer bitter, and looks for- 
ward to a career in Law. 
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H. O.—A malaria patient 


This Army veteran, who served in the 
Pacific, was a malaria patient. He is 
German born, married and has two 
children. His former occupation was 
that of a butcher, but his doctor ad- 
vised against returning to this work. 
He had not completed high school and 
because of his family responsibilities, 
he had no hope of attaining educa- 
tional goals. The ward physician re- 
ferred him to Educational Therapy 
where he studied English and Ameri- 
can History. He proved to be an excel- 
lent student, but worried greatly over 
his inability to return to his former 
occupation. After some time he was 
persuaded to prepare for and take the 
General Educational Development 
Test which he passed with credit. He 
was one of the first patients in New 
York State to receive a High School 
Equivalency Diploma and for this rea- 
son the New York State Department 
of Education sent the press to mark 
the event. As a result of this publicity 
the patient received a job in a busi- 
ness firm, fs making a good salary and 
is planning to take some college 
courses. 


In several of the cases cited the pa- 
tient might have been in the hospital for 
a much longer time if the motivation 
aroused by the Educational Therapist 
had not encouraged him to leave and 
undertake a life of productive effort. 
This represents considerable financial 
saving to the Government in lessened 
hospital care. In other cases the doctor’s 
referral to Educational Therapy was a 
last resort in medical treatment which 
proved to be the proper stimulus for 
changing the patient’s outlook on life. 
In light of the aim of modern medicine 
to treat the whole patient, Educational 
Therapy has established its value. The 
teacher in the hospital has become a 
therapist. 


*New York Times, May 5, 1946, Dr. Howard 
A. Rusk. 


**Current Population Reports—Mental Insti- 
tutions, published by Department of Commerce, 
Sept. 10, 1947. 
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Corrective Therapy at Work 


Neuropsychiatric Hospital, Veterans Administration Center, Los Angeles 25, California 


1. Patient “A”—Diagnosis, Manic De- 
pressive 


Patient was admitted May 8, 1947, 
complaining that he was in the process 
of a rebirth. He was described as vague, 
circumstantial, suspicious and evasive. 
He was afraid to sleep and lacked in- 
sight and judgment but was oriented for 
time and place. His Army record showed 
a diagnosis of psychoneurosis in 1943 
and there was also a history of alco- 
holism. 

Patient was prescribed for Corrective 
Therapy June 25, 1947. Upon interview- 
ing this patient, the Corrective Therapist 
found him to be a man whose intelli- 
gence, anatomical framework and per- 
sonality were definitely superior to that 
of the average NP patient. However, he 
was greatly depressed, withdrawn and 
showed but little interest in his surround- 
ings. He was weighed down by a sense 
of guilt, which he rationalized as re- 
morse for the fact he had been a “roun- 
der and a heavy drinker” in earlier 
years, and felt he was unwelcome in so- 
ciety. It was learned that he had at one 
time played quite a lot of basketball and 
he was prevailed upon to participate in 
volleyball and basketball. Later he de- 
voted part of his time to learning to hold 
handstands on the parallettes and also 
joined in touch football games. The pa- 
tient showed steady improvement and 
seemed to enjoy his Corrective Therapy 
periods, but at no time did he display 
more than a mild interest in them. 

On June 18, 1947, the patient was 
transferred to an open ward, but a few 
days later became confused and de- 
pressed, and was sent back to the closed 
ward. On August 7, 1947, he was again 
transferred to the open ward and about 
the same time he began attending psy- 
cho-therapy sessions. These proved most 
distressing to the patient. The Corrective 
Therapist found it easy to tell from the 
patient’s appearance when he had been 
attending one of these sessions, for his 
face would be extremely pale and his 
muscle tonus would increase to the point 
that he was very stiff, or sometimes 
shaking. After the first psychotherapy 
meeting the patient came back to the 


Corrective Therapist and requested some 
heavy work before he “blew his top.” 
He was then introduced to barbells, 
which he lifted with noticeable aggres- 
siveness. The Corrective Therapist there- 
after made it a point to watch for his 
coming. When it was evident that he had 
been in psychotherapy, the Corrective 
Therapist would meet him and spend a 
few minutes talking with him while he 
changed his clothes. Sometimes the con- 
versations took the form of friendly rep- 
artee; at others they were serious dis- 
cussions of what had taken place at the 
psychotherapy session, but always the 
underlying theme was one of encourage- 
ment. It was constantly suggested to the 
patient his emotional disturbance was in 
itself a good sign, for it showed he was 
facing his problem and grappling with it 
instead of simply avoiding it by a flight 
into another depression. At the same 
time the amount of weight which he han- 
dled in his barbell training was regular-° 
ly increased, so that the patient was lift- 
ing his maximum at all times. This sent 
him away after his workouts tired physi- 
cally and drained of his nervous tension. 
After six weeks or so of this exercise 
the patient showed a noticeable increase 
in physical strength. The Corrective 
Therapist noted he was fairly strong in 
the press off the back of the neck, and 
exercise in which the ordinary patient 
cannot handle much weight. The Cor- 
rective Theraist sought to give the pa- 
tient narcissistic gratification by having 
physically bigger (but untrained) pa- 
tients try this exercise in the patient’s 
presence with the amount of weight with 
which the patient was training. The first 
man outweighed the patient by 40 lbs.; 
after a terrific struggle he succeeded in 
putting up the weight for the designated 
number of times. The second patient 
out-weighed the subject by 110 lbs. and 
was unusually strong in certain respects, 
though rather weak in this particular 
movement. After watching him struggle 
unavailingly with the weight the sub- 
ject turned to the Corrective Therapist 
and said: “For the first time I feel that 


these exercises are really doing me some 
good.” Thereafter, the patient continued 
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his training with regularity and enthusi- 
asm. 

On January 20, 1948, he was dis- 
charged “Maximum Hospital Benefit’, 
and is now working in a hardware store. 
The following quotation from an unso- 
licited letter is eloquent testimony of his 
feelings toward the Corrective Therapy 
program: 

“T felt unable to do anything for my- 
self when I first started to work out. The 
help and encouragement of your men 
made me try harder. I often came to the 
gym feeling worn out, but soon found 
myself doing more work than I thought 
I could. It was more than a physical re- 
habilitation. In fact, I consider your pro- 
gram instrumental in giving me new 
courage to face all my problems.” 

More recently he has sent verbal 
thanks to the Corrective Therapist for 
having put him in shape to stand a nine 
hour day six days a week. 


2. Patient ““B’—Diagnosis, Reactive De- 
pression 


At the outbreak of World War II pa- 
tient was working in a shipyard as a rig- 
ger. After Pear] Harbor he insisted, over 
the violent objections of his wife, upon 
enlisting in the Marine Corps, even 
though eligible for a job deferment. As 
a result his wife became highly upset. 
While the patient was stationed at Guam 
he was notified by his wife that, on the 
advice of her doctor, she was seeking a 
divorce. After his discharge he tried in 
every way to effect a reconciliation but 
was unsuccessful. After the divorce the 
patient became greatly depressed and 
frequently stated that life was not worth 
living without his wife. On May 12, 1947, 
he attempted suicide by running a bay- 
onet through his throat. On May 22, 
1947, the patient was committed to the 
Neuropsychiatric Hospital, Veterans Ad- 
ministration Center, Los Angeles 25, 
California. 

When first seen by the Corrective 
Therapist assigned to his case the patient 
was extremely depressed. He frequently 
referred to his wife and usually had tears 
in his eyes when he did so. He felt life 
was not worth living and had little in- 
terest in his surroundings. However, he 
seemed well oriented in time and place 
and free of delusions, or hallucinations. 

It was considered necessary first of all 
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to keep the patient so occupied that he 
would have little or not time to think of 
his own troubles. Competitive group ath- 
letics, with their premium on alertness 
and constantly challenging situations, 
were considered the best solution to the 
problem and the patient was induced to 
participate in basketball and touch foot- 
ball games. Improvement was rapid and 
the patient soon appeared less depressed 
and better adjusted to his environment. 
Some definite source of narcissistic grati- 
fication and acceptable expression of ag- 
gression was then sought. The patient 
was somewhat above average heights, 
heavily muscled and expressed an inter- 
est in all forms of athletics. He was in- 
troduced to boxing, wrestling, and gym- 
nastics, displaying a marked interest in 
the latter, particularly parallel bar and 
high bar work. The improvement con- 
tinued and the patient began spending 
most of his spare time in the Corrective 
Therapy gymnasium. His interest in his 
physical development was marked. He 
was already bigger and stronger than 
the average man and the Corrective 
Therapist decided that his narcissism 
could be most effectively satisfied by 
weight training. The patient responded 
to this activity with enthusiasm. On Sep- 
tember 12, 1947, he was transferred to 
an open ward, where he has continued 
to improve and has kept up his interest 
in weight training, gymnastics and group 
activities. To transfer the patient’s nar- 
cissistic gratification to a level somewhat 
higher than simple muscle development, 
he has lately been treated more as an 
aide than as a patient. He is frequently 
requested to assist the Corrective Thera- 
pist in the transportation of patients and 
has assumed various responsibilities in 
the care and maintenance of the gym- 
nasium equipment. The response has 
been excellent. The patient paints equip- 
ment, lubricates it, etc., without the need 
of instructions and often gives instruc- 
tion or makes constructive suggestions 
to other patients training with the 
weights. 

It is felt that this patient’s readjust- 
ment to normal life depends almost en- 
tirely upin his securing a satisfactory job 
and making friends with a group of men 
of similar interests. While Corrective 
Therapy can do little to help in the first 
instance, it can aid in guiding the pa- 
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tient to places where he will be most 
likely to find others of compatible inter- 
ests, and can assist him to develop the 
skills, levels of performance and vocab- 
ulary which will assure him of a cordial 
reception. In anticipation of the patient’s 
discharge at some not-too-distant date, 
the Corrective Therapist unobstrusively 
stressed to him the carry over values of 
these activities and encourages him to 
join a Y. M. C. A. or similar organiza- 
tion upon his release. 


PHILLIP J. RASCH, Instructor. 


3. Patient “C”— 


This 42 year old paranoid schizophre- 
nic was making a poor hospital adjust- 
ment until taken into the Corrective 
Therapy Clinic for treatment. The thera- 
petic aim was narcissistic gratification. 
To give the patient a feeling that he had 
an important place in the hospital he 
was put in charge of the aquatic therapy 
pool and showers. This job is of great 
importance and the patient does it ex- 
tremely well. He is complimented fre- 
quently and is always conferred with re- 
garding matters that concern the work. 
He is made to feel as though he is a co- 
worker. As a result of this treatment the 
patient’s former hostility is drained off 
through the work and his ego built up. 
He is much better adjusted to the hos- 
pital and seems to have gained consid- 
erable relief from his former tensions. 


4. Patient “D”’— 


The prescribing doctor was especially 
anxious that this case of Parkinson’s dis- 
ease be given treatment for the purpose 
of preventing the development of a psy- 
chosis. Treatment began with total: sus- 
pension with relaxation instruction re- 
garding voluntary control. The patient 
was then given a course of suspension 
therapy with axial support to further de- 
velop voluntary control movements. The 
attention he received seemed to be ex- 
tremely gratifying and his behavior im- 
proved. The next step was to the exer- 
cycle. He could not mount or dismount 
and had great difficulty in staying on 
the machine. Three-minute treatments 
were all he could stand at the beginning. 
This time was gradually increased and 
he now rides the machine 40 minutes. 
This patient’s control has improved as 
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shown in the fact that he mounts, dis- 
mounts, puts feet in stirrups, turns ma- 
chine on and off by self. His mental 
health is good. He sings while exercising 
and states that he getting along fine and 
sleeps better at night. 


5. Patient “E”— 


When this patient was received at the 
clinic he had been confined to a wheel- 
chair for two years. He could not ex- 
tend right hip to standing position and 
to try to do so caused considerable pain. 
Quadriceps were very weak and there 
was considerable knee clonus in free ex- 
ercise. Patient was administered suspen- 
sion therapy with axial support to re- 
educate and remediate the knee spasms. 
This treatment continued until it was 
possible to introduce spring therapy for 
the development of extenser strength. 
Aquatic therapy followed and the pa- 
tient was then put to pushing his wheel 
chair to and from the clinic. He now 
walks without support but prefers a cane 
in case of emergency. Will be transfer- 
red from the infirmary to an open ward. 


5. Patient “F”— 


This was a wheel chair case. Right 
hemiplegia with aphasia. Treatment was 
begun 7 months after onset when patient 
was admitted to hospital infirmary serv- 
ice. Prognosis was guarded. Patient was 
extremely irrascible and impetuous 
which coupled with aphasia made him 
a difficult patient on ward and clinic. 
He came easier to handle when he gained 
confidence in the therapist treating him. 
The treatment began with suspension 
therapy with axial support and pro- 
gressed to spring therapy. The affected 
leg responded rapidly, considering the 
fact that the patient is 58 years of age. 
Crutch walker exercise was introduced 
and finaly one crutch. The patient’s 
aphasia was treated at the same time 
during his exercises and his speech is 
coming back slowly. His behavior on the 
ward is greatly improved as attested by 
the doctor in charge. He will be trans- 
ferred soon from the expensive infirmary 
service to a continuous treatment serv- 
ice ward. 


HARRY HART, 
Instructor-Supervisor. 


¢q-——- nse 
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7. Patient “G’— 


This 45-year-old male was admitted to 
this hospital on April 8, 1947, because 
he felt depressed and felt that “life was 
not worth living”. He admitted a suicidal 
attempt many years ago but denied hav- 
ing such ideas at the time of admission. 
He has been in a mental institution sev- 
eral times in the past. He is a West Point 
graduate and spent 17 years in the army 
before being discharged in 1938 as a re- 
sult of the first of a series of five mental 
breakdowns. At the time of discharge 
he held the rank of Captain in the Coast 
Artillery. According to the patient, the 
first mental breakdown was the most 
severe up to and including the present 
illness. His present condition first be- 
came evident around the first of April, 
1947, when he noticed that he was be- 
coming depressed, retarded and had a 
lot of peculiar ideas. Due to his past ex- 
periences he felt it necessary to turn in- 
to the hospital. On admission, examina- 
tion revealed the patient as dull and 
apathetic, showing slowing of spech with 
irrelevant ideas. Insight and judgment 
were poor, and the patient felt that his 
thoughts were being controlled by ‘“‘too 
many people.” He was diagnosed as 
schizophrenia mixed type and assigned 
to the closed ward where he was placed 
on observation. On May 1, 1947, he was 
prescribed treatment aim of narcissistic 
gratifications. His initial attitude was 
negativistic and at the beginning of 
treatment he was reluctant to partici- 
pate. The therapist received the impres- 
sion that the patient was a highly ner- 
vous and extremely apprehensive as to 
his welfare. A study of the patient his- 
tory revealed that since his retirement 
from the army he had worked chiefly as 
an assistant in an athletic club. Basing 
his approach upon this information, the 
therapist was able to establish rapport 
and engaged the patient in conversation 
regarding athletics. During one of these 
conversations, the patient revealed that 
he had played basketball at West Point. 
The therapist asked the patient to assist 
the Corrective Therapy program by 
helping and advising the instructor, 
needless to say this approach was suc- 
cessful and from this time active treat- 
ment began. As he began to feel more 


at ease, he would make suggestions 
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from time to time as to methods he had 
used in coaching in the army. The thera- 
pist was careful to listen to his ideas 
and when they were practical put them 
into use. The patient then progressed to 
the point where he was able to give real 
assistance to the program and on several 
occasions supervised small group activi- 
ties under the direction of the therapist. 
Upon his transfer to an open ward on 
Augiist 13, 1947, he continued to spend 
most of his time in Corrective Therapy, 
engaging and assisting in all types of 
activities. He was discharged Sept. 9, 
1947; and is now working as an assistant 
in a local athletic club and with his 
wife’s assistance is managing his own 
furniture business. Present information 
indicates that the patient has made a 
satisfactory adjustment. It is evident 
from the type of activity and the man- 
ner of its presentation that this patient 
while participating in Corrective Thera- 
py was able to receive a great deal of 
narcissistic gratifications and Corrective 
Therapy contributed in a large manner 
to restoring the patient’s self confidence. 
During his hospitalization, the patient 
received psycho-therapy but was not 
given electric shock therapy or insulin 
shock. It seems reasonable to assume that 
medical rehabilitation treatment re- 
ceived contributed towards his satisfac- 
tory adjustment. Particularly in chang- 
ing the patient from a highly depressed, 
dull and apathetic individual to the point 
where he was willing to move on a high 
activity level. Also through the efforts 
of Corrective Therapy, this patient made 
better adjustment to hospital routine and 
became more really accessible to psycho- 
therapy. As it has been shown, the Cor- 
rective Therapy administered made oth- 
er necessdry treatments more feasible, 
raised the patient’s morale by giving him 
a sense of responsibility and to some 
measure speeded the recovery of the pa- 
tient. It is difficult to estimate what ac- 
tual savings were effected in regard to 


reduced cost of medical care, as no one 
can say how long a period of hospitaliza- 
tion would have been required without 
the services of medical rehabilitation. 
However, the marked improvement in 
mental attitude brought about in Correc- 


tive Therapy must have had a direct re- 
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lation towards the patient making a sat- 
isfactory adjustment. 


8. Patient “H’— 


This 38-year-old white male was ad- 
mitted to the hospital on March 13, 1947, 
following a period of depression 8 
months in duration. During this time he 
had crying spells, became “slowed up” 
and was unable to concentrate. The con- 
dition became progressively worse. Two 
days before admission, the patient re- 
fused to get up one morning. When his 
sister urged him to get up and eat, he 
refused his meals. Upon further urging 
he caught up a knife and threatened to 
kill himself. When questioned here he 
stated that he did not really want to kill 
himself but only wanted to scare his sis- 
ter. Examination revealed a timid, inade- 
quate personality. Diagnosis was made 
as Manic Depressive in a depressed state. 
Strong suicidal tendencies were elicited. 
On May 25, 1947, the patient was pre- 
scribed for Corrective Therapy with the 
designated treatment aims of: Relief of 
Guilt Feelings, Narcissistic Gratifica- 
tions and Acceptable Expression of Ag- 
gression. The doctor further described 
the patient as suicidal and depressed. 
The patient became tearful when ap- 
proached by the therapist and insisted 
that he was too weak to do anything. “I 
just want to die.”’ He at first refused to 
leave the ward and accompanied the 
therapist only when ordered to do so 
by the ward doctor. 


Treatment was first directed toward 
the relief of guilt feelings. To accom- 
plish aim a course of body building was 
begun. Care was taken here to keep the 
weight used at a minimum in order to 
provide the maximum number of repe- 
titions. This activity was presented on a 
“must” basis and the doctor was quoted 
as the authority. The patient would com- 
ply with all suggestions but would fre- 
quently become tearful and accuse the 
therapist of “‘trying to torture me.” At 
the same time he would reiterate his de- 
sire to die; “Why don’t you kill me?” 
“T’m no good.” The therapist presented 
a matter of fact manner to these out- 
bursts, taking no notice of the patient’s 
bids for sympathy but only repeat in- 
structions as to the desired performance. 
After two weeks of activity the patient 
would perform his tasks with less out- 
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ward discomfort and for a period of sev- 
eral hours following activity would be- 
come talkative exchanging experiences 
in the service or past life with other pa- 
tients and the therapists. At this time 
he was given additional therapy de- 
signed to afford narcissistic gratification 
and was taught simple motor-skills and 
activities such as basket ball shooting, 
playing catch, and learning to swim. The 
second week in June the patient shows 
less despondence becoming tearful on 
rarer occasions and engaging more will- 
ingly in activity. At this time boxing was 
added to the patient’s treatment routine 
to afford greater expression of aggres- 
sion. The therapist would get the desired 
result only by boxing with the patient 
himself. At this time, the patient would 
be told that until he carried the right 
to the therapist he could be sure of being 
hit. However, if he was really trying to 
strike the instructor then the therapist 
would box defensively. This procedure 
worked well and on several occasions 
the patient would become very angry 
and do his best to put the therapist on 
the canvas. 

During this time the patient was be- 
coming more efficient on all levels of 
activity, and on July 1, 1947, he estab- 
lished a new record for the gymnasium 
rowing machine activity by performing 
500 consecutive repettions on the row- 
ing machine. This was a voluntary ef- 
fort on the part of the patient as the re- 
quired task for that day called for 200 
repetitions. The patient here gained a 
large measure of self-confidence partic- 
ularly when the instructor had one of 
the other patients weighing 110 pounds 
more than patient attempt to better the 
record and fail after performing only 
175 repetitions. The activity was direct- 
ed along these guided lines with the pa- 
tient becoming more and more interest- 
ed and less depressed. He would now 
take part in group activity and gained 
much satisfaction from his ability to 
compete with the other members of the 
group. On Julv 23, 1947, patient was 
granted a 90-day trial visit. This was 
extended in October for an additional 90 
days and at the present time discharge 
from trial visit is being contemplated. 

The social worker’s report dated 10- 
21-47 shows that the patient is employed 
full time in a plumbing shop, earning 
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$185 monthly. In addition he is playing 
3 nights a week with a dance band. He 
is active in lodge work and sings in the 
church choir. No depression had been 
noted since start of trial visit. The social 
worker’s report dated 1-19-48 shows the 
same activity level and states that the 
patient has now traded his old car for 
a new model and has started smoking a 
pipe. (At the time of hospitalization the 
patient had never smoked tobacco.) He 
has cotinued working with bar-bells (an 
activity that had been suggested by his 
Corrective Therapist) and has gained 28 
pounds. 

A letter written by the patient’s sis- 
ter and addressed to the Clinical Direc- 
tor of the hospital says in part: “If you 
see Terry Behan of Physical Rehabilita- 
tion give him my regards. He was a good 
friend to Clarence, and both Clarence 
and I feel that he was instrumental in 
my brother’s recovery.” 

Corrective Therapy in this case in- 
creased the activity level of the patient 
during his hospitalization. Not only was 
his activity level increased in the field of 
Corrective Therapy but it was found that 
participation in Corrective Therapy in 
the patient’s Occupational Therapy class 
was interrupted for a workout in Correc- 
tive Therapy that his output of finished 
work in Occupational Therapy was in- 
creased due to greater interest in work. 
It was after engaging in Corrective Ther- 
apy for two weeks that the patient took 
an interest in band and orchestra and 
became a regular member of the hospi- 
tal orchestra. The morale of the patient 
improved as can be shown by his increas- 
ing interest in all activities. 

The fact that the patient received 
only Physical Medicine Rehabilitation 
treatment while hospitalized would indi- 
cate that this service played a major role 
in his accomplishing a satisfactory ad- 
justment. It was through Corrective 
Therapy modalities that the patient first 
showed a progressively increasing ac- 
tivity response. 


9. Patient “I”— 


This patient is a 27-year-old white 
male who was admitted to this hospital 
on July 6, 1947. He had previously been 
in the hospital for about seven months in 
1945 and 1946. His military service con- 
sisted of about six weeks in the Navy in 
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1942. Following this he was discharged 
because of unsuitability. After service he 
could not hold a job for any length of 
time. He had 20 or 30 jobs during this 
time, being fired from most of them for 
incompetence. Prior to this admission he 
admitted auditory hallucinations and 
talked to himself. He showed grimacing 
and mannerisms. His memory was poor. 
His diagnosis was schizophrenic reac- 
tion, hebephrenic type, chronic, severe. 
External precipitating stress unknown. 
Predisposition: patient has been psy- 
chotic for 10 years with periodic remis- 
sion. Degree of incapacity; marked, un- 
able to care for self. He needs constant 
supervision. 

Patient was prescribed for Corrective 
Therapy 9-5-49, with a treatment aim of 
Acceptable Expression of Aggression. He 
was further described as hyperactive 
and chronically disturbed. The patient 
was cooperative and willing to partici- 
pate. He felt that if given the opportun- 
ity to work out daily he would be able 
to sleep without hydro-therapy sedation. 
His treatment routine was set up consist- 
ing of work out on the heavy bag, box- 
ing and participation inbasketball or 
other light contact sports. The patient 
was urgéd to continue activity slightly 
beyond his point of fatigue. He continued 
with treatment and became increasingly 
less of a custodial problem. The first of 
August, 1947, the patient was transfer- 
red from the disturbed ward of acute 
service to a hygenic-maintenance ward 
within the acute service. Increasingly 
higher performance levels were attained 
in the activities. The physical stamina of 
the patient increased until prior skills 
were renewed and he became a profici- 
ent athlete. Praise for his efforts seems 
to give the patient much satisfaction and 
he seemed less disturbed after each 
workout. The patient was sent on a 90 
day trial visit on the 21st of November, 
1947. At the present time he is living 
with his parents. He is unemployed and 
is planning to enter a local college next 
term. 


Corrective Therapy to a large degree 
helped this patient attain a more satis- 
factory hospital adjustment by aiding 
him to become an increasingly minor 
problem, and also taught him socially 
acceptable forms of absolving inner con- 
flicts. The fact that the patient has been 
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on tria] visit for more than 60 days would 
indicate that the adjustment attained 
is satisfactory and it is possible that the 
skills taught in Corrective Therapy may 
have enough carry-over value to prevent 
or retard an imminent occurence of se- 
vere remission. 


DWIGHT BEHAN, 
Instructor-Supervisor. 


N. P. HOSPITAL, V. A. CENTER 
Los Angeles 25, California 


Group Activity in Corrective Therapy 

The program of Corrective Therapy 
for this type of schizophrenia has been 
in existence since January 1, 1947. How- 
ever, you must keep in mind while deal- 
ing with this type of schizophrenia (cat- 
atonic) that many difficulties are en- 
countered. These patients are the most 
regressed type of mental illness. During 
this period of one year, much of our 
work has been experimental. In admin- 
istering this type of therapy, little prec- 
edence has been established and our pro- 
gram here is evaluated largely from trial 
and error practices. In line with the 
treatment of other mentally ill patients, 
it is evident that the treatment of schizo- 
phrenic patients cannot be of the same 
type, even though the individual diag- 
nosis is basically similar. Consequently, 
group typing of the catatonics has been 
utilized to facilitate a convenient meth- 
od of treatment. This grouping has been 
done, not on a basis of similarities in 
therapeutic aims, but rather on basis of 
relative states of repression. The deci- 
sion as to which group a patient enters 
is made by a Therapeutic Review Board 
consisting of a representative of each 
section of Medical Rehabilitation, the 
ward doctors and the ward nurses. 

The patients are classified into the fol- 
lowing groups: Group O, Group 1 and 
Group 2. Group Zero, catatonics, as 
would be expected by the grouping, is 
the most regressed group of patients on 
the ward. These are the men who have 
to be fed, dressed, and in general, can- 
not care for themselves in any way. They 
are usually mute, negativistic, and re- 
quire leading into the activity. The treat- 
ment consists mainly of aquatic therapy. 
This therapy provides a great degree of 
stimulation for the catatonic patient. 
After being undressed, led to the shower, 
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then to the pool, here the patients in the 
water, we try to establish who are swim- 
mers and non-swimmers, and act accord- 
ingly. The non-swimmers are helped into 
the pool and we try to stimulate them 
by using their hands and feet separately 
or simultaneously. The swimmers have 
a set routine of laps, using as many 


strokes as they have acquired them- 
selves. 


The Group One patient is he, who is 
still far regressed but cares for himself, 
and approaching the level where he can 
take part in group activity. He is still 
mute, exhibits a little initiative once in 
awhile, understands commands, and will 
move at the mention of his name. In 
Group One it was found, through trial 
and error, that all of the patients were 
not at the same performance level from 
day to day. Consequently, a stimulating 
activity of a group nature was required 
which would not only motivate the pa- 
tient’s mental effort but also stimulate 
his physical activity. And this activity 
had to be of such a nature that the re- 
gressing (for that day) patient would be 
carried along by those patients who were 
maintaing the level of performance. Aft- 
er experimentation and study, the “‘rope 
drill” was devised. This consists of lin- 
ing the patients side by side behind a 
two-inch rope 41 feet long, having each 
patient pick up the rope with both hands 
at the word command. The man now will 
move the rope in unison accordingly to 
the command of instructor. We have 
found that the patients respond more 
readily to commands which relate move- 
ments to body position than they do to 
numerical routine which requires mem- 
orization or duplication of the movement 
of the instructor. It becomes clear here 
that patient holding on to a rope must of 
necessity do the activity if the man on 
either side of him is doing so. Follow- 
ing this motivation period, the man then 
engages in a varied activities program 
under supervision which provides for 
greater individual attention and facili- 
tates attainment of the prescribed treat- 
ment goal. The Group Two patient is 
the most advanced of any patient on the 
ward. He is better oriented as to time 
and place, shows greater insight into his 
condition and displays more initiative. 
He is often hyperactive and sometimes 
openly aggressive. At times he will speak 
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and carry on conversation with the in- 
structor. The first portion of the hour is 
primarily for motivation. This is carried 
out by group calisthenics led by one in- 
structor with another instructor moving 
through the group assisting with instruc- 
tions and verbalizing with the patients. 
Following this period, the group is di- 
vided into smaller groups; one group en- 
gaging in individual activity (basketball 
goal shooting); one group into small 
group games such as playing catch; and 
one group into team play (relay medi- 
cine ball games). After the group activ- 
ity is completed, we allow ‘“‘free play’”’, 
meaning that we let the individual par- 
ticipate in his own activity helped by the 
instructor. 


When a regressed patient has im- 
proved, regardless of which group he 
might have been in, he will advance into 
the higher group and will eventually be 
so improved that he will be allowed to 
move to an open ward. Example: Where 
6 months ago a patient stood in a corner 
of the gymnasium area and would not 
more even if a ball accidentally struck 
him, today he not only enters willingly 
into group activity but his socialization 
has increased to such a degree that he 
will actually pick up a ball and ask an- 
other patient to play with him, incident- 
ally calling the other patient by name. 
Enclosed is a copy of letter stating what 
one of the ward doctors comments on 
the result of Corrective Therapy. Also 
copy of letter from Ward nurse. 


CLINT RANKIN, Instructor. 


Copy of Letter from Dr. Schwartz: 
“Evaluation of Corrective Therapy pro- 
gram applied to catatonic patients. 


“In an experience of 6 months dura- 
tion as ward physician on Ward 47, I 
have been impressed by gradual im- 
provement of catatonic patients. This 
improvement is noted clinically accord- 
ing to various criteria, the details of 
which are not within the scope of this 
communication. I place great value in 
the total push program, in the manner 
in which it is attempted to accomplish 
it, according to my observations. As part 
of this program, Corrective Therapy 
plays an important part in the total re- 
sults gained. As with all criteria of thera- 
peutic improvement, it is difficult to 
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evaluate isolated approaches to therapy 
out of the context of the whole clinical 
picture. 

‘Since it is our therapeutic goal to re- 
store to mental health and to social use- 
fulness as many patients as possible, any 
approach to rehabilitation which facili- 
tates the attainment of this goal, in any 
way, should be incorporated into the 
therapeutic armamentarium. 

“It is my opinion that Corrective Ther- 
apy is useful and important in the direc- 
tion of this goal because of the follow- 
ing: 

“The catatonic patient is, to a large ex- 
tent, narcissistic and self-centered in the 
extreme, to the point where he has dis- 
solved all contact, on various levels of 
personality structure, with the normal 
world as we know it. By the methods 
utilized here and described elsewhere in 
this report, real and meaningful attemps 
are made to facilitate the patient’s in- 
tegration into a social unit. He comes to 
realize, on levels which he can find ac- 
ceptable, as by common participation in 
physical exercise, that he functions as 
part of a social unit. He does this in a 
concrete way, and it is possible that, by 
the mechanism of ‘conditioning,’ he may 
become aware of the abstract concept of 
‘the group’. In every way, the patient is 
helped to feel that he is part of a group, 
with the privileges and responsibilities 
which such membership entails. But 
these social demands which are made 
upon him are created in an atmosphere 
which is not punitive but understanding- 
ly accepting. 

“Moreover, the somatic changes which 
occur in catatonia are well-known. There 
is a need for somatic stimulation, how- 
ever ignorant we may be of the responses 
which it elicits from the organism as a 
whole. Such stimulation is brought about 
by various activities made available 
through Corrective Therapy. In these pa- 
tients, it is very important to maintain 
optimal physical well-being, optimal to 
the needs of the individual patient. The 
patient’s individual needs are considered, 
as well as his social needs. By mainten- 
ance of optimum physical health, the or- 
ganism is being able to respond to what- 
ever demands for reintegration of the 
personality as a whole are created as the 
patient improves on a mental and emo- 
tional level. By the techniques applied in 
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Corrective Therapy, fixation of defects 
on the organic level are minimized. For 
example, the permanent organic changes 
which may result from venous statis, re- 
sulting from catatonia per se, are mini- 
mized, since various attempts are made 
by Corrective Therapy to maintain ade- 
quate, or improved circulation. 

“It is also my impression that physical 
stimulation facilitates emotional re- 
sponses. It is well-known that adequate 
emotional response is one of the hall- 
marks of catatonia. Corrective Therapy 
aids the catatonic schizophrenic patient 
to: 

“1. Benefit from group activity on 
various levels. 

“2. Aids his progress in socialization. 

“3. Aids in the relief of organic symp- 
tomatology. 

“4. Aids in the maintenance of maxi- 
mum physiological function. 

“ABRAHAM SCHWARTZ, M.D.” 

“Published with permission of the Chief Medi- 


cal Director, Department of Medicine and Sur- 
gery, Veterans Administration, who assumes no 
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responsibility for the opinions expressed or con- 
clusions drawn by the author.” 


“Evaluation of Corrective Therapy pro- 
gram applied to catatonic patients. 


“T have felt for some time that I would 
like to commend the Corrective Therapy 
Department on the work it is doing. This 
was most evident when working with 
the regressed catatonic patients on Ward 
47. As the result of your department’s 
work, patients of that war became less 
of a custodial problem. Their increased 
activity was evident in the number of pa- 
tients requiring feeding and dressing by 
ward attendants. After an active week, 
only three or four patients required 
spoonfeeding as compared to the twen- 
ty or more patients requiring prompt- 
ing or feeding after an inactive week- 
end. This seems definite evidence of the 
value of your therapy in the care of this 
type of patient. 


“D. KOTCHEFER, R.N., 
“Ward 47.” 


“Water Polo for Paraplegias” 


JOHN L. BUNKER 
Corrective Therapist, VAH (Kennedy), Memphis 15, Tennessee 


A. Who Can Participate: 

Paraplegic patients who can float and 
who have mastered either the modified 
crawl stroke or back stroke. It is not ad- 
visable to permit patients who have se- 
vere spasm in the abdominal area to par- 
ticipate. 

B. Equipment Used: 

1. Regulation water-polo ball. 


2. Pontoon swim trunks which are 
swim trunks with water wings built in 
both sides of the trunks (along the hips). 
These trunks when inflated give the pa- 
tients added buoyancy for throwing the 
ball, catching the ball and shooting at 
the goal. 


3. Goals. A goal called a target board 
is made out of a flat-board 3% ft. 
square, braced from the rear, resting at 
approximately 30 degree angle. A round 
hole is cut out of the center of the board 
with a diameter of about 11% ft. The 
object is to throw the ball through this 





hole which constitutes the scoring of a 
goal. The two goals rest on the deck of 
the pool 2 ft. from the edge of the op- 
posite sides of the width of the pool 16 
ft. from the deep end. 

C. Rules: 

1. Players. A team consists of six nen 
—three offensive players and three de- 
fensive players. 

2. Pool zones. The pool is divided into 
two equal sized zones called the Offen- 
sive and Defensive Zones. Three players 
of one team must stay in the Offensive 
Zone and the other three players in the 
Defensive Zone. The Offensive Zone is 
the area closer to the opponent’s goal 
and the Defensive Zone is the area closer 
to a team’s own goal. 

3. Rules of Play: 

a. The ball is put in play by having 

the teams line up in the water on 
opposite sides of the pool (their re- 
spective Defensive Zones). The ball 
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is thrown in the center of the pool 
and the three offensive players of 
both sides swim to gain possession 
of it while the three defensive play- 
ers of both sides take positions to 
defend their goal. The team who 
gains possession of the ball at- 
tempts to bring it across the pool 
towards the opponent’s goal either 
by passing or swimming and toss 
the ball through the hoop (hole) 
for a goal. Each goal made counts 
one point. A Defensive player may 
not hold on to the edge of the pool 
while the ball is in possession of 
the opposing team. (This makes it 
too easy for the defense to block 
shots attempted at their goal.) An 
infraction of this rule entitles the 
team captain of the opposing team 
one free throw from a distance of 
12 ft. from the goal. 

b. If a team scores a goal, the ball is 
given to a defensive player of B 
team to resume play. 


c. The player in possession of the ball 
may be held or ducked by an op- 
ponent. As soon as said player re- 
leases the ball the opponent must 
release whatever hold he might 
have on him. Only the player in 
possession of the ball may be hind- 
ered by holding, ducking, etc. If 
a player who has not possession of 
the ball is hindered in this manner 
by an opponent a foul is called and 
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the player hindered is given one 
free throw at the goal from a dis- 
tance of 12 ft. 

d. Whenever the ball is thrown out 
of the water landing on the deck 
of the pool or in the shallow sec- 
tion of the pool, it is an automatic 
out-of-bounds. The player who 
touched the ball last is guilty of the 
infraction and the ball is given to 
cne of the opposing side’s defen- 
sive players to resume play. If a 
player throws the ball at the goal 
and it hits the backboard and re- 
bounds back in the water it is a 
free ball and still in play. 


e. Time of game: The game is divided 
into four 7-minute quarters with 
two. minute rest periods at the end 
of the first and third quarters and 
a five minute rest period at the end 
of the half. The team that has pos- 
session of the ball at the end of the 
first and third quarters retains pos- 
session when play is resumed in the 
second and fourth quarters. The 
ball is put into play at the begin- 
ning of the third quarter the same 
way that it was to start the game. 

f. Time outs: A team is permitted any 
number of time-out rest periods of 
one minute in length. A time-out 
must be called when the ball is not 
actually in play (immediately fol- 
lowing an out-of-bounds or the 
scoring of a goal). 


The Application of Corrective Therapy Procedures in 
the Treatment of Post-Leucotomy Patients 


BENJAMIN FORMAN 
Chief, Corrective Therapy, V. A. Hospital, 
Canandaigua, N. Y. 


Introduction: 


This paper is presented as a guide for 
Corrective Therapists in providing inten- 
sive, motivating and adaptive activities 
for post-leucotomy patients. It is not pre- 
sented as a scientific discussion to prove 
any resulting benefits from Corrective 
Therapy. Corrective Therapy is only one 
of many modalities used in the rehabili- 


Hospital, Northport, N. Y. 
DANIEL DANCIK, M.D. 


Chief, Physical Medicine Rehabilitation, V. A. 


tation and the retraining of the post- 
leucotomy patients. 


The entire problem of reintegrating, 
retraining and re-educating the post-leu- 
cotomy following operation is still in the 
conjectural stage. However, most ob- 
servers believe that a final satisfactory 
outcome depends to no little extent up- 


on the skill used to rehabilitate the pa- 
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tient; but to determine just what is the 
best approach is not as yet too clear. 
The entire problem is, apparently, one 
of individualization, as each patient is 
an entity unto himself. It would seem, 
that the use of proper judgment direct- 
ed to the individual needs of the partic- 
ular patient will bring the best effects. 


Procedures: 


In the post treatment of post-leuco- 
tomy patients, Corrective Therapy plays 
an integral part in the Rehabilitation of 
the neuropsychiatric patient. The plan- 
ning of a program of Corrective Therapy 
for post-leucotomy patients must be done 
with the aid of the psychiatrist in charge 
of the patients and the Chief of Physical 
Medicine Rehabilitation. Thi psychia- 
trist and Chief of Physical Medicine Re- 
habilitation must lay out a play of treat- 
ment which the Corrective Therapist will 
follow for each patient. 

It is most important for the therapist 
to have excellent insight into the pa- 
tient’s illness and background preced- 
ing his illness. This is valuable as an aid 
to the therapist in his treatment of in- 
dividual patients. 

The Corrective Therapy program for 
post-leucotomy patients at the Northport 
Veterans Administration Hospital has 
been planned with seven broad objec- 
tives in mind. These objectives are used 
as a guide for planning the treatment 
of individual patients, although the de- 
gree of working for these objectives will 
vary with each patient, as for instance 
where a patient will need an intensive 
habit training program and still another 
may need an intensive postural exercise 
program. Within each treatment phase 
planned for the Corrective Therapy Pro- 
gram there must be a definite goal which 
the therapist must try to reach with the 
individual! patient. The goals to be plan- 
ned for each patient to accomplish is 
set up within the treatment aims—that 
is, the end result hoped for—and which 
is decided by the psychiatrist. | 

The following are the objectives of 
Corrective Therapy in the treatment of 
post-leucotomy patients: 

1. Physical Reconditioning. 

2. Training for alertness and coordi- 

nation. 

3. Resocialization. 

4. Posture Training. 
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5. Habit Training, i. e., dress and per- 

sonal cleanliness. 

6. Retraining of former skills. 

7. Leadership Training. 

It must be remembered that each pa- 
tient will be treated individually. The 
patient will be treated for the objective 
that the phychiatrist feels will accom- 
plish the greatest amount of good. 

Each phase of the Corrective Therapy 
program is carried out with the maxi- 
mum amount of equipment and facilities 
available. The objectives of the Correc- 
tive Therapy program are carried out in 
the following manner. 

1. Physical Reconditioning. 

(a) Calisthenics (formal)—given in 
dosage and severity as prescribed by the 
doctor. Exercises are given to small 
groups of patients at the same time. 
(Maximum, six patients.) 

(b) Medicine Ball—passing in circle, 
different positions of catching such as 
sitting, bending, etc. 

(c) Apparatus — work on pulleys 
(progressive weights), stall bars, sta- 
tionary bicycle, rowing machine. 

(d) Hikes (Walks)—distance to be 
determined by the patients who make 
up the group. 

2. Training for Alertness and Coordi- 
nation. 

(a) Coordination exercises, move- 
ments involving arms, legs and a combi- 
nation of body movements. 

(b) Low level games—Simple Simon, 
snatch the club, any simple game involv- 
ing alertness and coordination as the 
motifs. 

(c) Social dancing—good for coordi- 
nation. 

3. Resocialization. 

(a) Simple activities in which patients 
must cooperate with each other in order 
to carry out the activity, i. e., games of 
catch. 

(b) Activities in which the patient 
feels that he is part of a group, e. e., 
Group Calisthenics, Volley Ball, Soft 
Ball, various team games. 

(c) Enlist the aid of women volun- 
teers to encourage patients to partake 
in games and to play with and against 
each other. Have ladies encourage pa- 
tients to converse with them and to bring 
as many as possible into a general con- 
versation. 

(d) Use all sports in which patients 
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play together as a means of resocializa- 
tion. 

(e) Use of social dancing with small 
groups of six to eight (6-8) patients as 
a means for teaching’ proper dancing, 
resocialization, and the teaching of prop- 
er social manners, usually expected at 
such functions. Also, serve refreshments 
such as coffee, tea or soft drinks and 
cookies to make it appear as a social 
gathering in which the patients are the 
honored guests. This activity encourages 
these patients in associating with groups. 
It stimulates their interest and gives 
them an incentive towards further reso- 
cialization. Personal cleanliness and 
neatness of many of the patients have 
improved as a result of this activity. 

(f) Swimming—catching and swim- 
ming games in pool for closer social re- 
lationship, especially adapted for the 
more aggressive patient—must ever be 
watchful for convulsive reactions while 
in pool. 

4. Postural Training. 

(a) Constant attention to patient by 
making him aware of proper carriage, 
i. e., shoulders, back, head erect; special 
postural exercises are indicated when 
prescribed by patient’s physician. 

(b) Special apparatus and exercises 
should be used for specific postural de- 
fects such as kyphosis, lordosis, scoliosis, 
or as a result of prolonged regression af- 
fecting posture of the neuropsychiatric 
patient. 

5. Habit Training. 

(a) Constant attention to patient’s 
personal appearance. 

(b) Constant attention to patient’s 
personal cleanliness and hygiene. 

6. Retraining of sport activities. 

(a) Teach patients fundamentals of 
sports to restore coordination and skill. 


(b) Low level games to acquaint with 
game situations, i. e., catch a fly, foul 
shooting contests, etc. 

(c) Individual instruction on how to 
play various positions in sports where 
the patient shows a decided interest or 
where it is known the patient excelled 
before his illness. 

(d) Set up game situations to observe 
patients’ reaction and response; praise 
and correct as the occasion arises. 

7. Leadership Training. 


(a) Build up self-confidence and abil- 
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ity to do things on own initiative. 

(b) Have patients take turns leading 
each other in activity. 

(c) Point out errors of leader and fol- 
lowers and correct them. 

(d) Have leaders select own activi- 
ties. 

(e) Build up cooperation between 
leader and followers; everyone should 
be given an opportunity to lead and fol- 
low. 

(f) Have patients encourage each 
other. 

Conclusions: 

The Corrective Therapy Program must 
be planned so that each patient in the 
program will receive maximum benefits 
from their treatments. Most post-leuco- 
tomy activities are started on a low level 
grade similar to activities given to chil- 
dren in the lower grades of elementary 
school. 


Intensive progress reports and notes 
should be kept by the therapist on each 
patient he treats. Everything the patient 
does or says which the therapist feels 
may be useful to the psychiatrist should 
be noted. A comprehensive progress re- 
port should be given to the psychiatrist 
at least once a month or as often as the 
doctor wishes. 


As previously described, the above 
procedures in the handling and treat- 
ment of the individual post-leucotomy 
patient is presented to serve only as a 
guide as to the modalities used in Cor- 
rective Therapy. It is not to be inferred 
as the only method to be applied. In- 
genuity, enthusiasm and the proper in- 
terpersonal relationship between patient 
and therapist is essential in the treat- 
ment of the patient. The Corrective 
Therapy instructor can devise means 
and ways to vary and diversify his par- 
ticular program in order to stimulate and 
maintain progress. 
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left. 


The Veterans Administration is 
conducting another school for Cor- 
rective Therapists at the Winters 
V. A. Hospital, Topeka, Kansas. 
The outstanding work now being 
done by our Corrective Therapy 
personnel in our Neurophychiatric 
hospitals throughout the country 
is due largely to the training re- 
ceiv ‘ at this and other similar 
courses conducted by the V. A. 





Congratulations are in order for 
our very capable and hard work- 
ing Secretary, Ben Forman. He is 
the new chief, Corrective Thera- 
py, V. A. Hosp., Canandiagua, N. 
» 2 





Mr. H. Thayer Heaton, 415 Lex- 
ington Ave., New York 17, New 
York, is the Advertising Represen- 
tative for the Journal. All requests 
for space should be sent to the 
above address. 





SUGGESTION PAYS OFF FOR 
ALERT VETERANS ADMIN- 
ISTRATION P.M.R. PERSON- 
NEL. 

Development of an 
type of walker for patients in 
Veterans Administration Hospi- 
tals brought a $1,000 award from 
VA today to Willard I. Braithwaite 
and Franklin J. Weller, employees 
of Newton D. Baker VA Center, 
Martinsburg, W. Va. 

Braithwaite and Weller were 
notified of the award at a meet- 
ing of VA regional office and hos- 
pital managers at VA’s Richmond 
branch office. 

“You men typify the spirit we 
like to see in VA,” said Deputy 
Administrator James B. Cress, of 
the Richmond branch office, in 
congratulating the winners. “By 
intelligent work and effort, you 
are making it possible for us to 
improve our service to veterans.” 

Savings Cited 

It is estimated that the use of 
this new type of walker in VA 
hospitals throughout the nation 
will result in an annual savings 
of $168,000 by reducing the need 


improved 
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of patients for attendants and in- 
structors. Besides making the pa- 
tient more independent, the new 
walker is tilt-proof and thus elim- 
inates the danger that a patient 
will suffer further injury besides 
that for which he is being treated. 

Both the old and new type walk- 
ers are steel frames with crutches 
attached. Wheels on the bottom 
enable the patient to push him- 
self about, even though he uses 
braces and has little use of his 
legs. The older type is too narrow 
for a wheelchair to enter, and so 
a patient who cannot use his legs 
must have help in getting into and 
out of it. Moreover, since it is 
narrow, the patient may tip over 
if he loses his balance. 

The new type, being broader, 
admits a wheel chair easily. This 
makes it possble for a patient to 
enter the walker, handle it, and 
return to his chair with a mini- 
mum of assistance. Since it is 
wider and has a lower center of 
gravity, a patient finds it almost 
impossible to tip the walker over. 

Immediately after they were 
notified of the award today, 
Braithwaite and Weller demon- 
strated their new walker with the 
assistance of Phillip Haney, of 
Fayetteville, W. Va., a paraplegic 
patient at McGuire Veterans Ad- 
ministration Hospital. Sitting in 
a wheel chair, Haney approached 
the new walker and showed the 
assembled VA officials how easily 
he could enter it and move about 
the room. 

The idea for the new type of 
walker came to Braithwaite about 
three years ago when he was an 
Army sergeant working with para- 
plegic patients at Newton D. 
Baker Hospital, then operated by 
the Army. When the institution 
was taken over by the Veterans 
Administration, he was discharged 
from the Army and remained at 
the hospital as a corrective thera- 
pist. Weller, who was an instruc- 
tor in manual arts therapy at the 
center, became interested in the 
idea, and jointly they worked out 
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their model. 

The conventionial type of walk- 
er, now in use in VA hospitals, can 
be remodeled at a minimum of 
cost and effort, Braithwaite and 
Weller pointed out to the man- 
agers. The materials for the con- 
version cost less than $1 per walk- 
er, and the work can be done in 
about three hours, they explained. 





At no expense to your Associa- 
tion several of your officers had 
the privilege of meeting with Carl 
A. Troester, Executive Secretary 
of the American Association for 
Health, Physical Education and 
Recreation. To keep you informed 
of events I am presenting the fol- 
lowing letter: 

October 27, 1948. 
Mr. Phil Davis 
Executive Assistant 
Physicial Medicine and Rehabilita- 
tion 
Columbia, South Carolina 
Dear Phil: 

It certainly was a pleasure to 
meet you last week and am happy 
that the Association for Physical 
and Mental Rehabilitation is inter- 
ested in affiliating with the Ameri- 
can Association for Health, Physi- 
cal Education, and Recreation. 
Just for the record, I am outlin- 
ing steps of affiliation on the basis 
of past experience. 

The following organizations are 
now affiliated with the A. A. H. 
P. E.*R. and there is definite evi- 
dence that such affiliation has 
been mutually beneficial: 

American Academy of Physical 

Education. 

American Physiotherapy Asso- 

ciation. 

American School Health Asso- 

ciation. 

Boys’ Clubs of America, Incor- 

porated. 

Canadian Physical 

Association. 

College Physical 

Association. 
Delta Psi Kappa. 
National Association of Physical 

Education for College Wom- 


Education 


Educational 
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en. 

National Collegiate Athletic As- 
sociation. 

Phi Delta Pi. 

Phi Epsilon Kappa. 

Physical Education Society of 
the Y. M. C. A.’s of North 
America. 

Society of State Directors of 
Health, Physical Education, 
and Recreation. 

Y. W. C. A. Health Education 
Directors’ Society. 

In no way does affiliation mean 
loss of identity or usurping of 
functions of any group by the 
other. Such affiliation does not 
mean that any group is submerged 
or becomes entangled in any re- 
lationships that would handicap 
them. It merely represents an of- 
ficial channel for closer relation- 
ships which will enhance oppor- 
tunities for coordination of ef- 
forts. 

Affiliation will enable your or- 
ganization: (1) To have a voice 
through an official representative 
in the official deliberations of our 
Representative Assembly; (2) To 
present or sponsor a program in 
connection with our National Con- 
vention should you desire to do so; 
(3) To present official recommen- 
dations to our Board of Directors 
on any mutual and current prob- 
lems in health education, physical 
education, and/or recreation; (4) 
To be included in various official 
mailing lists for certain materials 
relating to the work of the Asso- 
ciation; (5) To have your activi- 
ties publicized through articles and 
hews items in our Journal of 
Health and Physical Education; 
(6) To have access to an addi- 
tional official channel for coordi- 
nating and implementing your pro- 
gram through our Association 
which has an official membership 
of over 16,000 professional work- 
ers in every state and territory 
and which represents indirectly an 
additional 50,000 people engaged 
primarily in school and college 
work; and, (7) To be entitled to 
the most sympathetic considera- 
tion in all ways in which the em- 
ployed staff and/or membership of 
our respective groups can work 


together for their mutual benefit. 

To become affiliated with our 
Association an organization: (1) 
Must have a minimum of twenty- 
five members who are members 
of the A. A. H. P. E. R. (This re- 
quirement is waived in cases of 
non-membership organizations or 
groups.); (2) Shall petition the 
Representative Assembly through 
the Executive Secretary-Treasurer 
at least thirty days prior to the 
annual meeting of the Assembly. 
This petition shall include the title, 
purpose, and officers of the or- 
ganization, a copy of the minutes 
of its last regular meeting, a list 
of its members who are members 
of the A. A. H. P. E. R. and the 
name of the representative pro- 
posed for the Representative As- 
sembly. The Executive Secretary- 
Treasurer shall send a copy of the 
petition to each member of the 
Representative Assembly at least 
ten days before date of said meet- 
ing. 

For your convenience, I am 
sending you a list which includes 
the different fellows present at 
our meeting on Wednesday, Octo- 
ber 20. 

Cordially yours, 
Carl A. Troester, 
Executive Secretary. 





The following changes in the 
Constitution and By-Laws has 
been approved by a two-thirds ma- 
jority vote of your representative 
assembly: 

Article I—Membership 
Section I: 

Membership in the Association 

should be designated as active, 

associate, honorary, Auxiliary, 
and student. 
Section IX: 

An auxiliary member is consid- 

ered to be one who is presently 

engaged full time in this field, 
but who does not meet the full 
active membership  require- 
ments. The membership fee for 
auxiliary members is $3.00 per 
year. 

Section XI: 

Student membership is consid- 

ered to be for those who are in 

the process of attending a rec- 


ognized school for Physical Ed- 

ucation or Rehabilitation. The 

membership fee for student 
members is $3.00 per year. 


Section VII (Amend to read): 
The annual dues for active 
membership is $5.00; associate 
membership $3.00; auxiliary 
membership $3.00; student 
membership $3.00; and all mem- 
berships shall run from calen 
der year to calender year. This 
provision will go into effect aft- 
er 1 January, 1949. The Journal 
is included with the membership 
fee. 


Article Il—Representative 
Assembly 
Section II: 

(a) The members of the Rep- 

resentative Assembly and 
the Board of Directors of 
each area will be elected by 
ballot, conducted by each 
Area Chairman of the 
Membership Committee, 
within 30 days after the 
anual Convention. 
The Area Membership 
Chairmen shall be appoint- 
ed by the President of the 
Association. 

(c) The term of office of the 
Representative Assembly 
and of the Board of Direc- 
tors will terminate at the 
end of the subsequent Con- 
vention. 


Article I1I1—Board of Directors 

Section I: 
The Board of Directors shall be 
the President, Past Presidents, 
President-Elect, the three Vice- 
Presidents, the Secretary, the 
Treasurer, the Publications Di- 
rector, and one representative 
from each area. Two-thirds 
members or more of the Board 
of Directors present in person 
or proxy (Article Il, Section 
III) shall constitute a quorum 
for the transaction of business. 


Article V—Officers 
Section III: 
No one member shall hold two 
elective offices simultaneously. 
NOTE: Black-type words are 
additions to the present by-laws. 





